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The earliest account of a perforating 
gastric ulcer was presented to the Royal 
Society by Rawlinson in 1729, and the 
earliest description of a perforated duo- 
denal ulcer was written by Penada in 1793. 


The immediate cause of perforation is 
not positively known and, according to 
Moyinhan, not easy to discover. The solu- 
tion undoubtedly lies in the discovery of 
the etiology of the ulcer itself. It seems 
logical to suppose that in the majority the 
tissues at the site of the ulcer becomes so 
weakened that they are unable to continue 
their normal physiological function and, 
as a result, perforation takes place. The 
frequency of perforation after a large 
heavy meal or an alcoholic spree might be 
suggested as an example for this theory. 


AGE AND SEX 


In reviewing over a thousand cases re- 
ported by several authors it was found 
that about 80% of the patients suffering 
from perforation were between the ages of 
twenty and fifty. Cases occurring later 
were found to be associated with carcino- 
ma quite frequently. Harrison reports a 
case occurring in a ten-day infant, and An- 
derson reports three cases of perforation 
in older children. Perforation, of course, 
is much more common in men, The men 
affected are mostly of the artisan class, 
employed indoors and careless about their 
food, habits, general mode of living and 
especially prone to worry. In the case re- 
ports reviewed only one case in each twen- 
ty-one occurred in a woman although the 
frequency of peptic ulcer in women is 
about 13%. The relatively low incidence 
of perforation in the female can be ex- 
plained only by less intense physical ac- 
tivity and more regular habits of daily 
life. 





MUSKOGEE, OKLAHOMA, DECEMBER, 1932. 


NUMBER 12 


LOCATION OF PERFORATIONS 

Duodenal perforation is approximately 
four times as frequent as gastric perfor- 
ation and to find more than one perfor- 
ating ulcer is most unusual, although in 
the so-called ulcer bearing area other ul- 
cers are occasionally found, this being a 
principal reason for partial gastrectomy 
given by some surgeons who advocate this 
type of operation for perforation. 

CLINICAL HISTORIES 

In the diagnosis, care must be taken not 
to attribute too much importance to a 
negative history of previous ulcer symp- 
toms. It is evident that silent ulcers may 
occur, as intelligent patients sometimes 
strongly deny previous gastric distress. 
This is of course the exception rather 
than the rule. Generally there is a prev- 
ious history of indigestion varying in dur- 
ation from a few days to a period of years. 
A large number of cases exhibit what 
White and Patterson have termed the 
“preperforation exacerbation.” This con- 
dition is identified by severe ulcer pain, 
constant in character and no longer reliev- 
ed by food or alkalies. It represents 
serosal involvement by the pathological 
process and may last from a few hours to 
a few weeks. Most of the cases are so 
acutely ill at the time of admission to the 
hospital that a past history is not very 
thoroughly gone into, but usually where 
this is possible definite antecedent symp- 
toms are found to have been present in the 
majority of cases. 

SIGNS AND SYMPTOMS 


The onset of the symptoms is almost in- 
variably sudden, the exception being the 
cases that exhibit the so-called, “preper- 
foration exacerbation,” period that may 
last hours or weeks. The initial pain is 
usually epigastric and is described by some 
as knife-like and by others as a severe 
cramping, but regardless of the descrip- 
tion it is severe and agonizing. Morphine 
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has little or almost no effect in relieving 
the pain, which can only be likened in its 
acuteness and severity, to the similar one 
of acute pancreatitis. 

Judine believes the radiations of the 
pain are important in revealing the site 
of the perforation. He states that pain 
radiating to the right shoulder is usually 
associated with duodenal ulcer and pain 
radiating to the left shoulder is usually 
associated with gastric ulcer. 

Following the sudden onset of pain, the 
pulse rate remains unchanged or is slight- 
ly lower, the temperature remains normal 
or unchanged if slightly subnormal, while 
the respiration becomes shallow, of the 
thoracic type and increased in frequency. 
The patient assumes a position on the bed 
with legs flexed and voices much objec- 
tion to being moved. The abdomen takes 
on a scaphoid appearance and becomes 
board-like. This board-like rigidity may 
be general or just confined to the epigas- 
tric region and it is accompanied by ex- 
treme tenderness to palpation. These two 
important findings are seen early. 

Vomiting occurs in less than half of the 
cases and this rarity is a valuable sign as 
nearly every other acute abdominal condi- 
tion is commonly associated with this 
symptom. 

Leukocytosis is the rule and makes its 
appearance early, the average count being 
about 15,000. 


Pneumoperitoneum is a conclusive diag- 
nostic sign demonstrated best by the use 
of fluoroscopy. Free gas has been seen as 
early as two hours following perforation. 
Great emphasis has always been placed on 
the profound type of shock occurring in 
these cases, but after reviewing the re- 
ports of over a thousand cases the author 
found that real profound shock was rare 
and that the lesser degrees of shock noted 
usually disappeared rather quickly. 

Massive hemorrhage is rare in perfor- 
ation. It is of interest to note that the 
ulcers that bleed are not apt to perforate. 

A sufficient number of the symptoms 
and signs of perforated ulcer are usually 
present to permit a prompt diagnosis but 
there are occasions when the differential 
diagnosis of ruptured peptic ulcer presents 
difficulties. The conditions most frequent- 
ly encountered, or which must be consid- 
ered, are acute perforated appendicitis, 
acute pancreatitis, acute cholecystitis, dia- 
phragmatic pleurisy, intestinal obstruc- 


tion, coronary thrombosis, mesenteric 
thrombosis, tabetic crises and renal colic. 

As the condition progresses, a reaction 
sets in, during which time the patient may 
think and say that he feels improved. This 
stage is called the “transitional stage,” or 
the passing on to true peritonitis with its 
accompanying symptons. The diagnosis 
at this late stage is always difficult. An- 
other important finding appearing at this 
time that is worth remembering is reveal- 
ed by rectal examination. In a great ma- 
jority of these late cases there is a marked 
peritoneal tenderness in the region of the 
recto-vesical pouch due to the accumula- 
tion of irritating fluid gravitated into the 
pelvis by way of the right lumbar gutter. 

TREATMENT 

All agree that the only treatment for an 
acute perforation is operative, and that 
operation should follow promptly on the 
diagnosis. It is surprising to note how 
much opinion differs as to the best surg- 
ical procedure in these cases. In review- 
ing articles published in the foreign journ- 
als radical operation seems to be in favor, 
but simple closure is the more common 
procedure in this country. 

In my opinion, the treatment of perfor- 
ated peptic ulcer is a most ideal place in 
which to apply the Golden Rule. "Never 
submit your patient to a risk you would 
not choose to incur for yourself.” Per- 
sonally I believe the indication for oper- 
ation is vital but not radical and that the 
procedure should occupy as little time as 
possible, together with a mimimum of op- 
erative trauma. It is my belief that simple 
closure alone should be performed in these 
cases, and a gastroenterostomy performed 
later if necessary. There are exceptions, 
of course. In some cases gastroenteros- 
tomy is indicated at the time of operation 
because of evident obstruction due to the 
size and location of the ulcer, the swelling 
and induration of the tissue surrounding 
it and the large amount of tissue infolded 
in the suture to insure proper closure of 
the perforation. Partial gastrectomy like- 
wise will be indicated in some cases due to 
the size and location of the ulcer or to the 
fact that multiple ulcers may be present 
in the so-called ulcer bearing area. 

Simple closure of the perforation is the 
procedure of choice because: 

1. It is the quickest, simplest procedure 
to meet a grave emergency. 
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2. The operative mortality is lower than 
with any other type of operation. 

3. The post-operative course is smooth- 
er. 

4. The ulcer, in the majority of cases 
heals prompt!y and remains healed. 

5. Subsequent pyloric obstruction is in- 
frequent, and when it does occur the in- 
dication is ideal for a secondary gastro- 
enterostomy under the most favorable con- 
ditions. 

Drainage of the abdominal cavity is a 
matter of choice, judgment and experi- 
ence. When indicated the supra-pubic 
drain, draining the recto-vesical pouch 
through a separate stab wound, in my 
opinion, is best. 

POST-OPERATIVE TREATMENT 

The post-operative treatment consists 
mainly in placing the patient in the Fow- 
ler position, giving him fluids, in some 
manner other than orally for the first 
thirty-six hours. Following this, small 
amounts of water are given by mouth, in- 
creasing in amount daily, after which 
other fluids and proper foods are given in 
increasing proportions. Needless to say 
these patients should be placed on a weil 
regulated diet and kept under strict ob- 
servation for a year or more following 
their discharge from the hospital. 

PROGNOSIS AND MORTALITY 

The prognosis and mortality depend 
mainly upon early diagnosis and early 
surgical treatment. The most common 
causes of death in the cases in which exi- 
tus ensues are: 

1. The combined shock of the perfor- 
ation plus the surgical procedure. 

2. Peritonitis and paralytic ileus. 

3. Pulmonary complications. 

Earlier diagnosis plus simplified sur- 
gical procedure and the use of spinal anes- 
thesia should materially reduce the per- 
centage of fatalities. 
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DISCUSSION: Dr. Frank McGregor, Man- 
gum. 
Mr. Chairman and Gentlemen: 

I think from a surgical standpoint this 
is one of the most practical papers I have 
ever listened to, and the only thing | 
would do would be to emphasize some of 
the points which Dr. Fisher discussed. In 
reference to symptoms, there is absence of 
vomiting, in my experience. Early diag- 
nosis in these cases is usually in the hands 
of the family physician, who sees these pa- 
tients first. Often when they find a board- 
like abdomen, excruciating pain, temper- 
ature subnormal, and pulse subnormal, 
they just can’t believe the patient has a 
perforation. The reason for the consider- 
able mortality following perforation is the 
lapse of time that often occurs between 
the onset and the time of operation. An- 
other thing | would like to pay very much 
attention to, statistics that surprised me, 
is the frequency of gastric and of duodenal 
ulcers. Duodenal ulcer occurs four times 
as frequent as gastric ulcer. In my experi- 
ence I have seen seven or eight perforated 
peptic ulcers to one perforated duodenal 
ulcer; I do not know whether the location 
has anything to do with that or not. In my 
mind. I can see at least seven or eight 
gastric ulcers to one duodenal, most of 
them either pyloric or pre-pyloric. I would 
like to hear from some of you other sur- 
geons in regard to your experience with 
the frequency of these. I think at oper- 
ation the defect should be simply sutured 
and come on out of the abdomen, and not 
subject these patients to operation unne- 
cessarily. The operation is primarily a 
life-saving operation, and you do a gastro- 
enterostomy or partial gastrectomy later 
if necessary. Regarding the post-operative 
treatment, treat them like any other ulcer 
case after you have operated. They usu- 
ally get along very well. The cause of 
death in these cases is usually peritonitis. 
| have never seen one die from shock ex- 
cept where extensive operative procedure 
was done. They usually die from peri- 
tonitis later. I want to mention again the 
three or four cardinal symptoms in these 
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cases; the board-like abdomen, slow pulse, 
subnormal temperature, excruciating pain, 
and lack of vomiting; these are the out- 
standing symptoms. The sooner doctors 
get these in their minds and the sooner 
early diagnosis is made, the more patients 
will live. I once had an idea that every 
perforation was accompanied by profound 
shock. 


Dr. A. L. Blesh, Oklahoma City. 


A perforating duodenal or gastric ulcer 
demands immediate action on the part of 
the surgeon, and demands that in such a 
manner as to save the patient’s life, and 
not to cure existing pathology. I think 
that was well brought out. Suture of the 
perforation with a reinforcing pad of fat 
is frequently desirable with edematous 
tissue which will not hold sutures. We 
cannot depend alone on suture, often the 
sutures would not hold, but the re-inforc- 
ing pad over the top will make it doubly 
secure. As has been said before, the ob- 
ject of the operation is to save a life and 
not to carry out extensive surgery. The 
time element is of the greatest importance, 
both from the operative standpoint and 
from the standpoint of diagnosis, because 
as the essay pointed out, the later the diag- 
nosis the greater the mortality rate. The 
diagnosis is not made as early as it should 
be in many instances; often it is not made 
for eight to twenty hours, and these pa- 
tients should be operated within the first 
few hours if we are going to get the best 
results. The mortality statistics are not to 
be taken into account at the time of oper- 
ation; we are operating merely in an ef- 
fort to save a patient’s life in the direst 
emergency. The shortest operation in the 
shortest time at the earliest moment is 
proper. The diagnosis is not difficult. If 
one has seen and recognized one of these 
cases, from that time on the average man 
will be able to read the characteristic 
symptoms and make his diagnosis. 


Dr. Leroy Long, Sr., Oklahoma City. 


Sudden agonizing pain that does not 
abate, a board-like abdomen, shallow res- 
piration, anxious countenance—these are 
the classical symptoms in all perforations 
of a hollow viscus in the abdomen. The 
cases I have seen have not gone into shock. 
The pulse has usually been good. I agree 
entirely with the statement that only su- 
ture should be done at the time of oper- 
ation. Many cases are acute perforating 
ulcers, and with simple closure and with 


simple care exercised afterwards, the pa- 
tient will recover entirely from his path- 
ology. Most of the cases I have seen have 
been in the duodenum, occasionally one is 
seen in the stomach. Going back to the 
use of simple closure, I happen to know 
the medical director of the Equitable Life 
Insurance Co., and was permitted to go 
over the figures in his office with refer- 
ence to the course after simple closure and 
the course after an enterostomy. He says 
there is no question at all but that those 
who have simple closure have a much more 
favorable course than those who have 
other operative procedure. We must make 
a distinction between the acute perforat- 
ing ulcer and the perforating chronic 
ulcers that take place slowly, eventually 
giving the symptoms of perigastric ab- 
scess, etc. We have seen some of those 
cases who have had perforations some 
time before, and the doctor wakes up to 
find the formation of an abscess. We have 
seen a few very small perforations which 
for a few days were protected by omen- 
tum. We can’t depend on that. Every case 
should be looked on as an emergency. 
Some time ago I reoperated a patient who 
had had a perforation of an ulcer about a 
week before. The surgeon in that case had 
done an enterostomy. He had advised im- 
mediate operation, the patient had the op- 
eration and had done perfectly well, but 
there was just one error made in the op- 
eration, and that was that closure had 
been made with purse string suture. The 
margins of the ulcer were somewhat in- 
durated and did not invert well, and after 
three or four days gastric juice was com- 
ing from the drainage tube. The situation 
had been saved for the time being; the 
surgeon had undoubtedly saved a life, but 
afterwards there was leakage. In that case 
it was due to the use of purse string su- 
ture, which did not invert the tissue very 
well. In my judgment, it is better to take 
through and through interrupted sutures, 
reinforcing them by omentum. 


Dr. S. N. Mayberry, Enid. 


I think that you could make a diagnosis 
of perforating ulcer over the telephone. 
The pain is always sudden and severe, the 
abdomen is hard, there is no temperature, 
bounding pulse, and no vomiting. These 
symptoms are enough. You can solicit 
them over the telephone and will be justi- 
fied in hurrying your patient to a hospital. 
If I can get the patient in the first hour 
or two and find the ulcer—small peptic 
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ulcer, I am speaking of—I do not like to 
close it up and leave an enemy in the rear. 
In the last four operations I have done—I 
have had in the last few months four cases 
of perforating ulcer—in each of them | 
have taken the ulcer out, going well back 
into the good tissue. There was perfor- 
ation without much of an ulcer, and I have 
just taken them out completely. These 
cases have all done just as well as if I had 
done only the temporary operation with 
drainage. A good deal depends on drain- 
age. One of the complications we ought 
to look for is subphrenic abscess. In these 
four cases, one of them developed a sub- 
phrenic abscess, and | believe it was due 
to lack of proper placement of the tube. | 
1ad to resect the tenth rib and drain the 
abscess. Really, | am in favor of enucle- 
ation of small ulcers. It seems that most 
of you are in favor of temporary drainage 
but I don’t like the idea of having to do 
that. There are a great many cases where 
you would not be justified in enucleating 
the ulcer, but I like to see it done once in 
a while. 





Dr. Fisher: 

Gentlemen, in closing I just want to 
say that I agree with Dr. McGregor. When 
I was asked to read this paper, my per- 
sonal experience was so limited that | 
quoted the reports of cases from men who 
were doing a large amount of work, and | 
had access to a large number of hospital 
records, but in my experience, the last four 
cases that I have done have all been gastric 
ulcers. In speaking of the technique | 
just mentioned simple closure. I want to 
agree with Dr. Blesh and Dr. Long that of 
course the thing to do is to reenforce the 
closure with a pad of fat. I believe this 
procedure is the best. Dr. Blesh remarked 
that we had some of the poorest and some 
of the best surgery here in America, and 
I think that is true. Sometimes the temp- 
tation to do a beautiful operation is great, 
but it is better judgment to do the simplest 
operation and get out as quickly as pos- 
sible. In regard to drainage, usually these 
perforations occur on a full stomach and 
vou find a large amount of stomach con- 
tents in the abdomen. The tendency is 
to do a great deal of mopping and swab- 
bing and use suction, but I think the less 
we do of that the better. If you mop 
around promiscuously you are going to get 
a lot of adhesions. If you put in a supra- 
pubic drain they usually get along nicely. 


THE GALL BLADDER 
WALTER E. SISTRUNK, M.D. 
DALLAS, TEXAS 


Mr. Chairman and Gentlemen: 


It is a pleasure to me to have this op- 
portunity to deliver this address before 
your state society. When Dr. Watson 
asked me to talk on the gall bladder, I 
wrote to him and asked him what aspect 
of it I should take up, and in his reply he 
told me that any particular I wished to 
talk on would be all right. Finally he put 
me down on the program under the head- 
ing of “The Gall Bladder,” but my paper 
was written with the feeling that a paper 
on the management of patients with gall 
bladder disease would probably be more 
interesting than taking up some other 
phase of the gall bladder. 

We must remember that we see differ- 
ent stages of gall bladder disease, and we 
can very quickly divide them into patients 
suffering with mild diseases of the gall 
bladder and patients suffering with mod- 
erately severe disease of the gall bladder, 
and those who have severe trouble with 
the gall bladder itself, and one of the sub- 
sequent complications have arisen and 
changed the picture, and in that way 
have made a condition which is very much 
more severe to deal with. The diagnosis 
of those conditions is so well understood 
that I do not feel that it would be worth- 
while spending much time in trying to go 
into that particular of gall bladder sur- 
gery. I have only to state that a verv 
carefully taken history is a very search- 
ing thing to me as far as making a diag- 
nosis of gall bladder disease is concern- 
ed. The X-ray, when it is positive, is 
of considerable value, and many times 
when dealing with patients who have an 
indefinite history we are able to rather 
quickly clear it up after oral or intraven- 
uS—as we are now finding best in some 
cases—administration of dye. As far as 
my experience with the X-ray is concern- 
ed, I have felt that a diagnosis made upon 
a gall bladder which seemed enlarged or 
emptied slowly after the fat meal was not 
enough evidence to make a gall bladder 
diagnosis positive, and have been disap- 
pointed at times in finding very little 
pathology in the gall bladder. On the other 
hand, if through X-ray we find that stones 
are present, that is a different thing. If 
we find either by oral or intravenous dye 
that the gall bladder does not fill at all, 
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that is of tremendous importance to me 
from a diagnostic standpoint. Ordinarily 
we use the oral dye because it is simpler 
and easier to take, but if we find it fails 
to fill the gall bladder, then I use the in- 
travenous administration of dye. Such 
methods as drainage by the duodenal tube 
is confirmatory evidence, but in my 
opinion, not always positive. Gastric 
analysis is an indefinite means but some- 
times throws light on some obscure point. 
The history is the main point, and if we 
can get a good history of gall bladder dis- 
ease and find anything from our X-ray or 
laboratory, or from the gastric analysis, it 
is worthwhile and a help to us. 

Now I think in dealing with gall blad- 
der conditions that it is an excellent thing 
for one to consider the pathological condi- 
tions which develop following the infec- 
tion in the gall bladder. These complica- 
tions are many, and many times are 
very serious. I do not doubt that we see 
many people who have mild gall bladder 
disease who under very simple treatment, 
such as dietary changes, will have the 
condition disappear and probably go along 
through life without much trouble. On 
the other hand, when the gall bladder be- 
comes diseased, bacteria accumulate and 
there is precipitation of bile salts and 
stones are developed, and when these de- 
velop, although the patient may get by for 
a while, they are likely to have serious 
complications develop and these complica- 
tions ought to be borne in mind always 
when we are consulted in regard to what 
should be done for given cases. One of the 
complications which we see and which I 
look on seriously, liver changes come in 
practically all people who have definite 
gall bladder disease. In the milder cases a 
hepatitis develops which varies in degree 
from a very mild evidence of trouble 
around the gall bladder arising on up to 
the point where the liver throughout its 
entirety shows considerable change. If 
this is allowed to go along over a long 
period of time, this continued hepatitis 
produces a very definite sclerotic change 
in the liver, and we find at operation a 
liver which loses its lower margin so far 
as edge is concerned into a thick, rounded 
edge, and in such cases damage to the liver 
has been very marked. Fortunately, how- 
ever, if we can get rid of these before so 
far a stage is reached it may come back to 
normal and the patient may go on through 
life without serious trouble. Another com- 
plication is empyema of the gall bladder. 
That usually comes through efforts of the 


gall bladder to expel stones through the 
eystic duct. With small stones or precipi- 
tates this condition is likely to happen. If 
the stones have grown large they do not 
as a rule become impacted in the cystic 
duct but in time they may get down in the 
pelvis of the gall bladder and cause block- 
ing. In blocking a stasis is brought about 
in the gall bladder and the gall bladder 
becomes very much thickened, and we of- 
ten find pus in the gall bladder, and under 
such conditions we sometimes find exten 
sion progressing to the liver and an ab- 
scess may develop in the region of the gall 
bladder itself. Those conditions are seri- 
ous. Gangrene of the gall bladder, which 
as a rule is brought about in the same 
way, by impaction of some small stones in 
the duct, and in some cases impaction in 
the cystic duct. In this condition edema 
develops and produces enough pressure to 
cut off the cystic duct to the liver and 
gangrene results. There may be throm- 
bosis in the cystic arteries and gangrene 
develops. Under such conditions we are 
likely to have perforation of the gall blad- 
der and to have serious complications such 
as subdiaphragmatic abscess or abscess of 
the liver. Of most seriousness is the fact 
that when stones are small they sometimes 
pass through the cystic duct and get into 
the common duct. They may remain there 
for years, but gradually they percipitate 
bile and slip down and block the common 
duct. That brings about a serious compli- 
cation if allowed to go for a period of two 
or three weeks, and operations perform- 
ed for the removal of such stones are per- 
forined with very great danger. In my 
own experience with people who suffer 
from common duct stones, when the attack 
first comes on and jaundice appears, if 
we are able to get a pretty good history 
of previous gall bladder trouble, I allow 
them to wait for a period of seven to ten 
days because they apparently develop con- 
siderable immunity through the infection 
which is present and the blood clotting 
time, ete., is such that there is no danger 
particularly in operating. Not much dam- 
age occurs to the liver in this time, and 
the operation can then be comparatively 
safely performed. If operation is done 
then it can be done without particular risk 
to the patient, the stones removed, and 
drainage instituted, a tube being placed in 
the common duct. If the condition is al- 
lowed to persist we find after a while that 
the pressure in the bile duct becomes so 
great that it is transmitted back to all the 
hepatic ducts and we find lack of ability 
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on the part of the liver cells to perform 
their function. Bile is no longer secreted 
to the liver and the bile present in the gall 
bladder becomes absorbed and we have 
nothing but mucous left and a patient of 
that sort is a poor risk. Release of the 
pressure which was present in the duct 
may allow, in a day or two, bile to flow 
from the liver, but it is not the clear, yel- 
low, normal bile, and many times in these 
operations, which may be looked on as de- 
compression operation, renal complications 
occur, Another very common complication 
is pancreatitis, which we all know is an 
acute hemorrhagic condition which carries 
with it a very high mortality, and which 
is a condition we have very little means of 
dealing with. I think as a rule if operation 
is done, unless the peritoneal cavity is 
drained it is very dangerous, but still it is 
associated with high risk. We see also a 
subacute pancreatitis. In this there is a 
great deal of malaise and a very mild 
jaundice, perhaps due to edema which 
developed through the pancreas, and many 
times we see in addition to this an acute 
cholecystitis and succeeding acute appen- 
dicitis in the same patient. These are dif- 
ficult to deal with. As a rule if the patient 
is not too sick we can often make an an- 
astamosis between the gall bladder and 
duodenum with the idea of going in later 
after the condition subsides and remove 
the gall bladder or drain the gall bladder, 
because we feel that there is some infec- 
tion in the gall bladder and in order to 
cure the pancreatitis it would be much 
better if we could remove the infection in 
the gall bladder and in order to cure the 
pancreatitis it would be much better if we 
could remove the infection of the gall 
bladder itself. We also have the chronic 
form of pancreatitis where at operation 
we find a hard pancreas, which many 
times is slightly enlarged but as a rule can 
be differentiated from malignancy, which 
usually comes in the head of the pancreas 
and produces jaundice. We usually find 
in pancreatitis an external involvement of 
the gland in its entirety. These patients 
many times have digestive disturbances 
which are very difficult to deal with and 
which add to the patient’s inconvenience 
throughout his entire life. Another condi- 
tion which any surgeon encounters once or 
twice a year is carcinoma, which occurs 
in patients who have gall stones over a 
long period of time, and which many times 
are inoperable and have involved the liver 
over a considerable surface before they 
are recognized. Many of these cases will 


have a long history of gall bladder attacks 
simulating stones, with indigestion, etc., 
which they have had over a long period of 
time, and suddenly they began to lose 
weight, and at operation a malignancy is 
found. This condition is present often 
enough to consider it one of the serious 
complications which may come following 
long continued gall bladder disease. An- 
other condition which we see is the fact 
that in certain cases where you have defi- 
nite gall bladder disease, diabetes appears. 
We see also changes in the gastric juice 
following long continued gall bladder dis- 
ease. I think in the milder cases we of- 
ten see no change at all and the patient 
may go along for years without any 
trouble; then again there may be hyper- 
acidity and he may have to take hydro- 
chloric acid throughout his life. Again, 
in gall bladder diseases it has been pretty 
definitely shown that we sometimes see 
gastric hemorrhages. These are looked on 
as being toxic in origin; whether bacteria 
produce involvement of the sympathetic 
system we do not know, but sometimes we 
have hemorrhages from the stomach with 
negative X-ray and negative laboratory 
findings so far as gastric pathology is 
concerned, and after removal of a diseased 
gall bladder or a diseased appendix this 
will clear up. The splenic diseases which 
occur in this connection are splenic ane- 
mia and Banti’s disease. We will often- 
times find a very definite disease in the 
gall bladder, which in many instances has 
to be taken out before the patient will 
cease to have hemorrhages from the stom- 
ach. I have seen several cases in the past 
years. 

So far as the management of cases is 
concerned, I never advise patients who 
have mild cases in which the diagnosis is 
indefinite and the laboratory findings of 
no particular value to us to have anything 
done as far as surgery is concerned. | 
usually feel that if they will carefully 
watch their diet and avoid acid foods and 
fatty or greasy foods, high caloric foods, 
and in many instances sugar, or anything 
that brings on liver attacks or which pro- 
duces gas and bloating or anything that 
is looked upon as being stomach trouble, 
] usually prefer to treat them in that way 
until they begin to have evidence making 
making me feel that more pathology has 
occurred than we are able to determine in 
the mild case. I think we have to bear in 
mind that the mild cases are often disap- 
pointing when they are operated. The 
pathologists often report some mucous or 
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leucocytic infiltration or something of that 
sort, but we do not feel in many cases that 
the patient is going to be benefited by the 
operation. If they are not having much 
trouble I think it is better to wait these 
cases out until something more definite 
appears. In many cases if they will just 
stop eating altogether for a day or two 
every time an attack occurs, the attacks 
will occur more seldom and often entirely 
disappear. The condition evidently take: 
care of itself and the operation, in my 
opinion, is unnecessary. But these people 
who have from their history developed 
acute gall bladder diseases, who have had 
definite acute attacks requiring morphine 
and which appear to be of gall bladder 
origin, probably from stones, that case 
must not be looked upon or viewed in this 
light, because we must remember all these 
eight or ten complications which I have 
mentioned, and remember that any of 
these complications might occur to any of 
these patients, and when they do occur a 
serious condition is present. When we take 
into consideration and study carefully the 
complications which might occur and feel 
that the risk to the patient is higher than 
removal of the gall bladder, which I think 
is the general procedure today accepted by 
most surgeons, there is less danger in tak- 
ing this gall bladder out and the patient 
is relieved of his distress, rather than to 
allow him to take the chance of having 
any one of these complications occur, al! 
of which are serious. We must try to vis- 
ualize what it may mean to this patient 
who has a lot of gas and bloating and 
soreness and pain which extends through 
the back and who has to have hypos to re- 
lieve the pain, we must try to visualize 
what may happen to this patient as far as 
these complications are concerned, and if 
the patient is in good condition it is cer- 
tainly safer to him to remove the gall blad- 
der, because of these complications which 
may occur years after. To demonstrate 
this, a few days ago I saw a patient who 
thirty or forty years before developed 
stones which produced only indigestion 
until the stones became impacted down in 
the cystic duct and there was pressure on 
the common duct and portal vein, which 
produced ascites and jaundice. The ques- 
tion of damage to the liver came up, but 
at operation the liver was found in pretty 
good condition. The ascites immediately 
disappeared and there has been none since. 
In that case the complication developed 
thirty or forty years after, and we see 
that although the patient may be going 


through a period without much trouble at 
present, always they have some in later 
life. In dealing with severe jaundice, these 
cases should be operated whenever they 
have a definite history of gall bladder 
trouble. The gall bladder should be drain- 
ed or removed, and you can let the patient 
go on feeling that it has helped. This of- 
ten occurs in younger people and we are 
justified in this when there is any definite 
history ; in elderly people with any history 
at all, it is far safer to operate this pa- 
tient after they have been given ten or 
twelve days to develop immunity to the in- 
fection present, and which we find always 
in the gall bladder itself and in the com- 
mon duct. They have to be carefully pre- 
pared for operation. The blood should be 
examined for clotting time, etec., and if any 
change from normal is found, place the 
patient in the hospital and keep him in 
bed for a few days. After four or five days 
with calcium chloride, intravenous admin- 
istration of large amounts of glucose, etc., 
operation can be done. If the patient is in 
fairly good condition and jaundice has 
not appeared for a considerable time, in 
such cases we usually find a small gall 
bladder, and can drain the common duct 
carefully after removing all the stones. 
I have seen so many autopsies where all 
the stones were not removed, and we al- 
ways felt at the place where | was train- 
ed that an effort should be made to get 
all the stones. If these cases have gone 
ahead for a long period of time following 
development of the jaundice, two to six 
weeks, or three or four months, they are 
done under tremendous risk under any 
means I know of. Post-operative hemor- 
rhages tend to come and we have to resort 
to transfusions, etc., after operation. In 
people who have gone on and developed 
purpuric hemorrhages operation is almost 
hopeless, and so far as | am able to ascer- 
tain these cases almost invariably die. | 
do not look on them as being surgical be- 
cause death is almost always invariable in 
any case. If such a patient comes to me | 
do not advise operation, because they usu- 
ally die in a few days, or a very short 
time anyway. So far as dealing with acute 
cases of cholecystitis is concerned, I feel 
that there is no need to try to jump in 
and remove the gall bladder. In so many 
of these cases they give a history which 
shows that the patient has had repeated 
attacks, some of them twenty or thirty or 
forty attacks, similar to the one which 
they might come to us with. Infections in 
the gall bladder handle themselves very 








mu 
pen 
safi 


ing 
han 
mel 
a g 
the 
les 
the 
the 
mo! 
per 
ord 
two 
pail 
be | 
exp 
gan 
| 
mu: 
exp 
whe 
t1ol 
car 
hav 
hav 
tak 
ten: 
col 
live 
seel 
tens 
for 
and 
to t 
thes 
1 be 
gall 
pect 
eral 


Dis 
C 
I 
taki 
imp 
inve 
tom 
blac 


grol 











JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 503 


much differently than infections in the ap- 
pendix, and I believe that we can more 
safely carry this patient through, which 
I think is paramount, by taking them 
off food, giving proctoclysis, using extern- 
al heat or ice, opiates as necessary, and 
allow them to wait from seven to ten days, 
at which time they apparently develop an 
immunity to this infection which produced 
the attack, and I feel that although we 
may find a gall bladder which looks bad 
there seems to be no particular risk in do- 
ing complete removal of it. But when we 
handle patients in this way we must re- 
member that we occasionally run across 
a gangrenous ball gladder or empyema of 
the gall bladder. Empyema usually hand- 
les itself. In a gangrenous gall bladder 
there is excruciating pain which requires 
the continuous use of opiates, perhaps 14 
morphine every two or three hours for a 
period of a day to three days, while in an 
ordinary attack the patient after one or 
two hypos is usually relieved. When the 
pain is excruciating and morphine has to 
be continued, it is customary with me to 
explore these cases, because many times a 
gangrenous gall bladder may be found. 


In the study of these complications, we 
must have the courage to sit down and 
explain these things to the patient so that 
when they elect to take all these condi- 
tions, knowing that they will have to be 
careful with their diet and are likely to 
have attacks they will be safer than to 
have an operation performed. We hate to 
take out a gall bladder, it relieves the 
tension within the liver but there is a 
compensatory dilatation of the ducts of the 
liver and also the common duct, which 
seems to handle the condition so far as the 
tension is concerned, and many patients go 
for years and years without any trouble, 
and it is certainly safer to take it out than 
to try and keep it and run the chance of 
these complications which might develop. 
I believe the patient with long continued 
gall bladder trouble does not have the ex- 
pectancy of life he would have were an op- 
eration performed. 


DISCUSSION: Dr. Leroy Long, Oklahoma 

City. 

I want to emphasize the point that the 
taking of the history is perhaps the most 
important procedure in connection with 
investigation of patients who have symp- 
toms that suggest pathology about the gall 
bladder. The gall bladder belongs to one 
group of organs, a quintet composed of 


the liver, gall bladder, stomach, duoden- 
um, and pancreas and disease of the gail 
bladder is frequently reflected to the other 
organs. In disease of the gall bladder the 
functions of the other organs are disturb- 
ed, and particularly the stomach. The re- 
flex nerve supply comes from practically 
the same source, the sympathetic supply 
coming through the ninth dorsal node, the 
vagus coming from the superficial system. 
Now in the beginning of gall bladder irri- 
tation there is hypochondriac pain and re- 
gurgitation of food, in other words, the 
patient has indigestion. When it goes be- 
yond that point there is absorption of the 
infection in the system and as it becomes 
more severe the biliary symptoms become 
more pronounced. This is a most conser- 
vative presentation that | am not able to 
agree entirely with in all respects. A ref- 
erence has been made to what should be 
done when the mucosa becomes diseased. 
I believe the present concensus is that gall 
bladder pathology does not begin in the 
mucosa. That was such a beautiful theory 
that I hated to give it up. It was known 
as Norman’s theory that there was descent 
of the infection from the bile through the 
liver gate to the liver by way of the portal 
vein, and that the toxic materials were 
taken into the cells and irritated the muc- 
ous membrane, and there was exfoliation 
of the epithelium. That was a beautiful 
theory and I hated to give it up. I do be- 
lieve that we do have surface infection 
contributing; it has been pointed out by 
several authorities that jaundice and 
formation of stones are stopped entirely 
by removal of the spleen. In some cases a 
cholecystectomy has been done and still 
the patient has difficulty, and that diffi- 
culty is finally overcome by removing the 
spleen. I think it has been pretty definite- 
ly proven that gall bladder infections take 
place through the liver originally and 
that the infection goes to the gall bladder 
by way of the lymph system. There may 
be metastatic infection, but I think the 
average case is through the lymph sys- 
tem. Drainage from the lymph to the gall 
bladder is normally by the way of the 
cystic node which is situated at the junc- 
tion of the gall bladder and cystic duct 
and by way of lymph nodes along the com- 
mon duct. Normally there is no drainage 
through into the lymph system about the 
pancreas, but there may be in preceding 
pathology a subsequent pancreatitis. I am 
not so sure about what information one 
would get with reference to pathology of 
the gall bladder by use of the duodenal 
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tube. I am not at all opposed to it. I wish 
we could do more for people who have 
symptoms that are not apparently severe 
right at the present. We cannot tell how 
they will be ten or fifteen years from now ; 
there are many cases like the patient re- 
ported in which Dr. Sistrunk had to do 
an operation for ascites and other path- 
ology that came from a gall bladder that 
had been infected a long time ago. In ex- 
periments, dye has been injected into the 
gall bladder and then the duodenal tube 
used, introducing Epsom salts into the 
duodenum, and bile came out of the com- 
mon duct but there would be no dye, but 
when the gall bladder was X-rayed the lu- 
men was shadowed, but apparently duo- 
denal drainage did not take it out. The 
extent of contraction is very little in the 
gall bladder; it can express but a few 
drops of bile. That must be borne in mind. 
So then, to sum up, in my judgment these 
patients who present certain definite evi- 
dences of gall bladder disease—in such pa- 
tients I believe that it is the duty of the 
surgeon fo tell the patient about the things 
that might happen to him later and to point 
out to him that while he is taking a great 
risk now, perhaps the best chance in the 
long run is to have something very defi- 
nite done about the pathology of the bile 
tract area. I rather think that that is 
true. I think that most of us are doing 
cholecystectomies in the average case; | 
am not sure that we are always doing the 
right thing when we do cholecystectomies, 
but I believe that in cases presenting a 
definite picture of pathology of the bile 
duct area, the best ultimate result in thai 
case is through surgical intervention. 


Dr. R. M. Howard, Oklahoma City. 


Dr. Sistrunk has given us an excellent 
discussion of this subject. He has discus- 
sed it so fully that aside from emphasiz- 
ing some points he has made he has left 
very little to be added. He made a very 
important point, I think, when he empha- 
sized the necessity of a careful history in 
these cases. Some of them can be detected 
by laboratory methods alone, but a care- 
ful history in the case of difficult gall 
bladder trouble will be so definite that 
there will be little hesitancy in advising 
the type of treatment to carry out, and 
then our laboratory methods have been so 
developed today that if we add them to 
this careful history and our physical ex- 
amination, the definite case can be diag- 
nosed and the remedy, of course, is cer- 


tain. Now he spoke of two types—he did 
not make them as two types but inferred 
that we really have two types of troubl 
about the gall bladder, the inflammatory 
type and the obstructive type that so often 
gives you trouble by producing serious 
damage to the circulation of the gall blad- 
der itself. I have often thought of this 
since reading Wilkey, the man who 
brought out that we have two types of ap- 
pendicitis, one the inflammatory type 
that develops and if you operate that case 
eighteen to twenty-four to thirty-six hours 
the patient will still be all right. He did 
not have a ruptured appendix or a gan- 
grenous appendix. Then we have the ob- 
structive appendix in which we find a 
fecolith obstructing the outlet to the ap- 
pendix, and that is the type that we get 
in trouble with early. | have operated with- 
in eight to ten or twelve hours and been 
much surprised to find a gangrenous ap- 
pendix. We can’t compare the appendix to 
the gall bladder altogether, but we have 
definitely those two types of trouble, one 
or the other, if we are only able to recog- 
nize the case with stones in the cystic duct 
and the type of trouble that it produces, 
if we could only recognize that we are 
going to have a gangrenous gall bladder 
to deal with. Unfortunately our disgnos- 
tic acumen is not such that we are able to 
do that yet. Dr. Sistrunk also emphasiz- 
ed the fact that the mortality in these 
cases depends largely on the condition of 
the liver. I think that is usually a very 
important point. Aside from technical 
difficulties that may be encountered in 
operating these cases and the acute infec- 
tions, aside from these the mortality 
largely depends on how much damage has 
been done to the liver. He did not go very 
much into discussion of what type of op- 
eration to do. | think statistics will show 
that cholecystectomy is the desirable thing, 
but when anyone tells you that the mor- 
tality is the same in cholecystectomy as 
in cholecystostomy, | think he is wrong, 
particularly in dealing with a certain type 
of cases, and | refer to the acute inflam- 
matory conditions that develop in cases of 
old chronic gall bladder. I think the tech- 
nical difficulties involved in some of these 
cases where we have a thick, broad attach- 
ment of the gall bladder to the liver, where 
we have many adhesions to separate, and 
at times abscesses to deal with, I think 
we should consider carefully in these cases 
and had better do the least we can to tide 
the patient over, and that often is chole- 
cystostomy. To attempt to remove the gall 
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bladder in these cases may be more than 
the patient can stand. You may have to 
go back later and take it out, but you can 
do it later and may save a good many pa- 
tients who could not stand an attempt to 
operate more radically. 

Dr. Sidne Y J. Wolferman, Fort Smith, Ar- 

kansas. 





I didn’t have any idea of discussing any 
of these papers. I want to agree, however, 
with the doctor who spoke of the impos- 
sibility of saying just what type of oper- 
ation should be done. I think it is true in 
surgery connected with the upper abdo- 
men, that came in the previous paper on 
the stomach and dealing with ulcer, that 
we do not go into the upper abdomen with 
our minds set to go and do any definite 
operation, but after you are in that abdo- 
men if you are familiar with the different 
types that are done, you decide the type 
for that individual case and at that in- 
dividual time. There are certainly times 
when the gall bladder should be drained 
and certainly times when it should be re- 
moved, but I do not think you can put 
down any definite rule as to what you 
should do. I think Dr. Sistrunk gave us 
a very excellent paper. 


Dr. Sistrunk: 

Il enjoyed this discussion very much, 
and it brought out some points. It was 
such a tremendous field to cover in such 
a short time that I could not go into the 
particulars in any field. I agree with Dr. 
Long in thinking that the cause of infec- 
tion of the gall bladder and the means in 
which it occurs is a matter of disagree- 
ment. I mentioned the mucous membrane 
because I feel that infection often shows 
just in the mucous membrane. A good 
deal of work has been done along this line 
but up to the present time none of it has 
been definitely proven. I think we may 
have infection of the gall bladder walls 
first. In mild cases, comparatively early, 
very little change is found in the 
liver, but the longer the case exists the 
greater the liver damage is and the great- 
er evidences of infection are seen in the 
liver itself. Finally the entire liver be- 
comes involved. In the milder cases we 
may find very little liver pathology and 
only under microscopic study find some 
changes. I have always felt that the gall 
bladder became infected first. In fifty 
per cent of cases appendicitis is also pres- 
ent, and authorities have considerable to 


say in regard to extension of infection 
from the appendix up to the gall bladder. 
Then again, while some men have felt that 
the lymphatics carry toxic material on 
through to the pancreas, they never have 
been able to prove that. Dean has tried 
to prove it but I don’t think he has actual- 
ly proved it. I didn’t take the time to dis- 
cuss management very thoroughly. So 
far as Dr. Long’s point in regard to gall 
bladder drainave, as I understood him, 
through the duodenal tube, I agree with 
him in feeling that we can’t use that more 
in a diagnostic measure. As far as treat- 
ment of the milder cases, that has been 
pretty well discussed. There is a good deal 
of question as to whether we can do them 
any permanent good. In these milder 
cases, if you will have these people take 
just a level teaspoonful of salts dissolved 
in hot water when they arise, taking about 
a third of it then and a little later another 
third, and then the rest of it, and eat 
breakfast about fifteen minutes later, that 
evidently shoots right through the stomach 
and duodenum, and in my experience 
achieves excellent results. There seems to 
be a good deal of disagreement about 
cholecystectomy and cholecystostomy. In 
1910 I was associated with a clinic doing 
a great many cholecystostomies, while in 
the East cholecystectomy was looked upon 
as being the best operation. Later we 
found we had to operate so many cases 
and do complete cholecystectomies, and | 
have used that method except where | 
felt | would endanger the patient's life by 
doing a cholecystectomy. I have no fear, 
although it might look bad, in trying to 
take this gall bladder out provided a week 
or ten days has elapsed from the onset of 
the attack. In the beginning of the at- 
tacks, say the first forty-eight hours, | 
wouldn’t want to do that at all, but if they 
can be allowed to get this immunity in 
six to ten days, it can usually be done. Of 
course every operator must know his abil- 
ity to take out a gall bladder, etc. I think 
there are a good many men who think it 
better not to take it out and do drainage, 
especially where the pelvis of the gall blad- 
der has become adherent to the common 
duct in one of the infections and where 
there is danger of injury to the common 
duct. I think a great many injuries to the 
common duct come in that way. We 
do see one type of gall bladder I feel it is 
better to drain, the type in which a chole- 
cyanin stone is found; in these cases we 
usually find a single, rounded, loose stone. 
That type of gall bladder, as a rule, shows 
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thin walls and has a perfectly normal ap- 
pearance, and I feel that many times it is 
better just to take that one stone out and 
drain the gall bladder. They have no symp- 
toms, you accidentally discover it while 
doing some other abdominal operation. | 
think that type is perfectly safe with re- 
moval of the stone and drainage. In re- 
gard to Dr. Howard’s point, I don’t go in 
with any set rule, but I find in the major- 
ity of patients I do a cholecystectomy, and 
while I didn’t try to bring out technique, 
for a number of years I have been doing 
most of them without drainage. I do 
eighty-five to ninety percent of them with- 
out drainage. The only ones I drain is 
where I have some oozing which might 
cause trouble. If I have good ligatures I 
don’t put in a tube and I do not believe it 
has any effect on the mortality. It makes 
a good wound with less liability to hernia. 
In dealing with seriously ill patients, we 
want to get out, and do as short an oper- 
ation as possible. In many cases it is bet- 
ter to drain and quit, it seems safer to do 
that, and in many cases I will just drain 
the gall bladder in dealing with a badly 
diseased liver. I have a patient today un- 
der my care who was operated a few 
years ago and had a gall bladder drainage 
for the removal of stones. She went to her 
surgeon and he told her he was going to 
do for her just exactly what he would 
have done for himself, he took out a num- 
ber of stones and drained the gall blad- 
der. That was in 1925. Today that woman 
showed definite stones again and is hav- 
ing definite gall bladder complaint. I have 
seen that a number of times, and I know 
that in 1910 we were doing cholecystos- 
tomies altogether and in a number of cases 
we had to go back and do a cholecystec- 
tomy, and I believe the cholecystectomy is 
best except where you feel that the pa- 
tient’s life is in danger; life is, of course, 
above everything else. The surgeon must 
know his ability to deal with any particu- 
lar problem that he has and know that he 
has to do something for that particular 
patient to make the patient well. I never 
enter an abdomen with any definite idea, 
but unless certain conditions are pres- 
ent, I want to do a cholecystectomy. 
If I had a three-hundred pound man with 
evidence of liver damage, and ! felt he 
was more of a risk than the average pa- 
tient, I would drain his gall bladder and 
let him take a chance. It is altogether a 
question of trying to achieve results, but 
I believe cholecystectomy gives the best 
results, 


ECLAMPSIA—A DISCUSSION OF ITS 
MEDICAL AND SURGICAL 
TREATMENT 





GEO. R. OSBORN, M.D. 
TULSA 


Owing to the undetermined etiology 
the definition of eclampsia is essentially 
incomplete and we can only say that it is 
a toxemia of pregnancy characterized by 
convulsions, albuminuria and high blood 
pressure. 


Medical history reveals that convulsions 
of pregnancy engaged the attention of 
medical writers in the times of Hippo- 
crates and continues to do so today with no 
specific idea as to cause, and while we 
may feel sufficiently sophisticated to smile 
at the fact that until about the beginning 
of the nineteenth century eclampsia was 
confused with epilepsy, that smile should 
fade when we compare the earliest meth- 
ods o1 treatment and remedies used with 
present day remedies. I make this state- 
ment because the history of the treatment 
of eclampsia for the last two hundred 
years is exemplified in the case records 
of eclamptics treated in most hospitals to- 
day, aside from those having their obstet- 
rical departments directed by trained ob- 
stetricians, as asofoetedae, veratrum vir- 
idi, hot packs, venesection, turpentine 
stupe, and every purgative known to man 
is still being used. 

There is no more terrifying sight than 
a woman in eclamptic convulsions and the 
desperation of ignorance in the presence 
of terror accounts for the diverse and oft 
times unscientific methods of treatment. 
tesearch, both clinical and laboratory, has 
given us valuable knowledge and from it 
have been evolved two principles upon 
which rational treatment is based. These 
two principles are elimination and seda- 
tion. When, if ever, the exact causative 
agent is determined, an antidote, or coun- 
ter active agent, may be found to add to 
the multitude of remedies—or rather to 
displace them—such a remedy, however, 
would be a specific and would simplify 
both the preventative and curative treat- 
ment of eclampsia. 





It is confusing to one not thoroughly 
versed in physiological and organic chem- 
istry and particularly blood chemistry to 
try to evaluate the many theories and ex- 
periments that are at the present time oc- 
cupying the minds of research workers 
who are trying to solve the etiology and 
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treatment of eclampsia. The practitioner 
or clinician not associated with these 
scientific research facilities finds it diffi- 
cult to do more than follow and keep in- 
formed on the most rational therapeutics, 
and from a practical standpoint the most 
rational is that which gives the best re- 
sults. 

Some remedies are empirical as, for ex- 
ample, those having to do with terminat- 
ing pregnancy. However, as the preg- 
nancy is a factor in the etiology of eclamp- 
sia, its termination as a therapeutic meas- 
ure is based upon the principle of elimina- 
tion and includes all operative or surgical 
procedures from induction of labor to 
caesarean section. We cannot discard all 
empirical remedies but in the past decade 
much has been learned about the path- 
ology of eclampsia, both organically and 
functionally so that we can eliminate 
some of them that both experience and 
reason have shown to be of little or no 
value. 

Prenatal care, intelligently given, will 
now reduce the incidence of true eclamp- 
sia to a rarity. This fact is shown by the 
records of all well organized prenatal 
clinics. The prenatal clinic of the Tulsa 
County Public Health Association has op- 
erated continuously for ten years. During 
that time one thousand nine hundred and 
forty-three prenatal patients have enrolled 
and only one patient has developed 
eclamptic convulsions and she had been 
dropped from the roll on account of non- 
cooperation and failure to attend the 
clinic regularly. 

While the prevention of eclampsia is 
not the treatment of it, I wish to discuss 
it briefly because the relative value of 
prevention to cure is much greater than 
the proverbial ounce to a pound ratio. 

Let me say that preventative measures 
are indicated by rising blood pressure, 
particularly the diastolic pressure for it is 
the measure of the toxemia while the sys- 
tolic pressure is less significant because it 
is influenced by other factors than the 
toxemia. A diastolic rising above 85 is a 
warning and when above 95 is an alarm. 


There is little question but that the toxin 
responsible for eclampsia is a protein, or 
has its origin from some protein, and is 
aggravated by high protein diet. Hence, 
put the pre-eclamptic on a_ protein-free 
diet and increase elmination. With the less 
threatening cases with diastolic pressure 


not above 90 m.m. give the following pre- 
scription : 
Calcined magnesia (heavy) '% oz. 
Sodii bicarbonate 1 oz. 
M. et sig. 4% dram in water tid. 

Eliminate all meats and eggs from diet 
and insist upon a copious intake of liquids. 

If diastolic pressure is above 95 m.m., I 
give ol. ricini, ounces two, put the patient 
to bed and cut the diet to a small glass of 
milk t. i. d. and fruit juices, preferably 
citrus fruits, keeping up the water. 

The urine and blood pressure should be 
watched carefully and if any evidence of 
acidosis, prescribe potassium citrate, 
grains twenty, in a glass of water every 
four hours on alternate days. 

In most of the alarmingly threatening 
cases they are well up to the viable stage 
of gestation—hence my preference for 
castor oil, ounces two, as a purgative as 
it may induce labor. (No quinine is given). 

If the above measures are used, most 
cases will improve and few cases will re- 
quire a more radical method or induction 
of labor. 

The stage of gestation, the degree of 
toxemia and the general physical condition 
of the patient necessitate individualiza- 
tion but the principle of elimination must 
be adhered to and in good obstetrics due 
consideration must be given the foetus. 

Before discussing the treatment of true 
eclampsia, let us review briefly the path- 
ology for it has been thoroughly studied 
by competent pathologists whose findings 
agree to the extent that it may be said 
that the kidney and liver of the eclamp- 
tic is characteristic. 

The kidney shows cloudy swelling with 
frequently punctate hemorrhages in the 
cortex. Microscopically, the interstitial 
tissue shows little or no involvement but 
the parenchyma is always involved, show- 
ing a disentegration of the epithelium of 
the urinary tubules. There is a thrombosis 
of the capillaries, the thrombi composed 
of red blood cells, and as a result there 
may be infarcts. 

The liver grossly has a mottled appear- 
ance due to superficial hemorrhagic areas. 
The cut surface also shows mottling. Mic- 
roscopically, the liver lobules and portal 
spaces show necrosis and thrombosis of 
the periportal vessels or capillaries. This 
necrosis, according to Schmorl’, is neither 
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inflammatory nor a fatty degeneration 
but an anemia or hemorrhagic necrosis. 

Lesions of this character and extent in 
these two vital organs denote an illness 
or a condition from which recovery would 
seem impossible and as this knowledge has 
been gained from autopsy findings, we 
might readily conclude that it is only 
terminal pathology but kidney and liver 
function tests together with blood chemis- 
try have shown that these organs are 
seriously disabled functionally and _ that 
they do recover, even when this pathology 
is far advanced, and also that death occurs 
in cases which show only a moderate in- 
volvement of these organs. 

These facts concerning the pathology of 
eclampsia both mystify and enlighten; 
they show the serious morbidity of these 
patients but fail to identify the cause. 


Other pathological conditions and _ re- 
sults of this toxemia are found such as 
hemorrhages, thrombosis, necrosis, local 
and general oedema in various organs of 
the body including the brain and special 
sense organs. The convulsions are some- 
times responsible for direct injuries of a 
disastrous nature. However, the organs 
most vitally concerned, both from the 
standpoint of pathology and treatment, 
are the kidneys and liver. 

When confronted by a case of actual 
eclampsia, the first and immediate demand 
is for a sedative that will stop or control 
the convlusions. For this purpose it has 
been quite generally accepted that mor- 
phine is the most effective remedy we 
have. Magnesium sulphate is only a mild 
sedative. In cases of extreme nervous ir- 
ritability and mania, sodium amytol may 
be used but we do not know much about 
its toxic effect upon either the mother or 
foetus. Recent reports, however, are 
favorable and doubtless it is safer than 
chloral or veratrum and much more de- 
lightful to administer than asofoetedae. 
Ether and chloroform we have known for 
many years would control the convlusions 
but their general toxic effect and injury 
to the kidneys and liver should make us 
discard them. 


Immediately following the institution of 
sedative procedures, elimination must be 
begun. 

The method of elimination that I have 
used for several years, i. e., the adminis- 
tration of water by gavage, was suggested 
by Dr. H. J. Davidson, of Seattle’, and 


while modified somewhat is followed in 
principle. 

The convulsions and coma attendant up- 
on eclampsia have, in the past, stood in 
the way of administration of medication 
by mouth. Hence, the dilution and elimi- 
nation of this mysterious toxine has been 
attempted with hot packs, hypodermocly- 
sis, proctoclysis and intravenous adminis- 
tration and I think that venesection and 
caesarean section might never have come 
to be popular procedures, even among 
general surgeons, had the idea of gavage 
of these patients been suggested with the 
advent of the stomach tube. 

Briefly, the treatment consists of first 
getting the patient quiet by hypodermic 
administration of morphine, grains one- 
fourth to one-half, then administer 
through the stomach tube, ounces one-half 
to one of magnesium sulphate in a pint of 
water, or castor oil ounces four. If the 
tube is removed quickly and carefully, 
these patients seldom vomit. One hour 
later, if the patient is comatose, give by 
stomach tube potassium citrate, grains 
twenty, in a pint to a quart of water. This 
may be repeated every two to four hours 
until elimination is well established. As 
the delivery of these patients is, of itself, 
a well recognized therapeutic procedure, 
this should be accomplished as soon as 
possible after there is evidence of elimina- 
tion being accomplished via kidneys and 
bowels. 

I have used castor oil as a purgative 
mostly because it frequently induces labor 
or is conducive to uterine contractions. 
Fortunately, most of the patients, as | 
previously stated, are advanced to a stage 
of gestation where the foetus is viable. 

In the delivery of these patients as a 
therapeutic measure is where we must in- 
dividualize. For example: if the foetus is 
just up to the viable stage or, if not so 
far developed, and is responding to the 
treatment, it might be best to let her go 
on under careful observation. 

In the case of choice of procedures for 
artificially terminating the pregnancy in 
eclampsia, one must again individualize, 
although obstetricians quite generally 
agree that a classical or abdominal caesa- 
rean section should not be done except in 
the presence of extreme disproportion. As 
the majority of eclamptics are not full 
term it is seldom that a marked degree of 
disproportion exists. If the abdominal 
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section is indicated, the low cervical sec- 
tion should be done. 

Bag induction may in some cases of 
pre-eclampsia be indicated but should not 
be performed in actual eclampsia because 
it carries with it a higher maternal and 
foetal mortality than manual dilatation 
which is contra-indicated at all times. 
Eclamptics delivered via the vaginal tract 
show the lowest maternal mortality rate 
if bag induction and manual dilatation 
followed by forceps delivery are excluded. 
Not infrequently the full term eclamptic 
is found to be in labor and oft times those 
that are not have labor induced by the 
purgation. For those that do not start, 
or have not started in labor, I think the 
vaginal section with version and extrac- 
tion is preferable and, if done properly, 
has the lowest maternal and foetal mor- 
tality rate next to spontaneous delivery. 

During the past five years in treating 
twelve consecutive cases of eclampsia | 
have terminated the pregnancy six times 
by vaginal section and podalic version 
with no maternal mortality and one still- 
born, and in that case the foetus was 
dead before operation. The skin showed 
beginning maceration when delivered. 
There was also one low cervical caesa- 
rean section in this series which was com- 
plicated by abruptio placenta after hav- 
ing had nineteen convulsions. 

DISCUSSION 

This administering of liquids and medi- 
cation via the stomach is simple, con- 
servative and scientific and more effective 
because it must pass through the portal 
circulation and acts upon and is acted up- 
on physiologically by the liver and kidneys 
as it will not if given intravenously or 
into the tissues. The diuretic action of 
plain water is greater given through the 
stomach than in any other way and in 
case of vomiting a duodenal tube may be 
used. It has been found by those who 
have studied the chemistry of colloids 
that they are most readily soluble in ci- 
trate solution; hence, the effectiveness of 
citrates as an adjunct in breaking up this 
kidney and liver block. Furthermore, the 
administration of citrates is effective in 
overcoming the acidosis practically always 
present in the eclamptic as evidenced by 
the decreased carbon dioxide combining 
power of the blood. This treatment may 
be given in the home although, consider- 
ing the seriousness of eclampsia and the 
necessity for careful watching and expe- 


ditious handling, I think all cases should 
be in the hospital. 

The relative value of the surgical pro- 
cedures has been intimated in the treat- 
ment outlined. Bag induction in the ec- 
lamptic is a slow procedure and is apt to 
precipitate convulsions, cause infection 
and jeopardize the life of the foetus. 
Manual dilatation is a crude mutilating 
operation, entailing shock, probably hem- 
orrhage and infection and more or less 
permanent injury to the mother. Caesa- 
rean section is a major operation and 
hence a more serious one to impose upon 
a patient as gravely ill as the eclamptic 
mother. Furthermore, the eclamptic 
must be treated post-partum and the 
laparotomy precludes the possibility of 
administering immediate medica: treat- 
ment via of the alimentry tract with the 
safety and effectiveness with which it can 
be given when the abdomen has not been 
opened. If caesarean section must be 
performed, the low cervical type of opera- 
tion should be used because of its low 
mortality rate. The vaginal section with 
podalic version and extraction can be done 
quickly with much less danger to the 
mother and child and immediate post op- 
erative treatment can be given by mouth. 

Comparing the classical caesarean sec- 
tion with either the low cervical or va- 
ginal section, we must admit that from 
the standpoint of performance, the class- 
ical section is more spectacular and less 
difficult; hence, its popularity; but from 
the standpoint of morbidity and mortality 
when performed upon the eclamptic, first 
choice must be given to vaginal section. 

In any case choice of procedure must 
be based upon end results and not upon 
the convenience and skill of the operator. 


l. Kosmak Toxen of Pregnancy Page 
I> Appletor nd Company 


DISCUSSION: Dr. J. G. Smith, Bartlesville. 

This is a scientific paper as well as a 
practical one. Regarding the cause of 
eclampsia—we see a great deal written 
about the cause of it. Personally, | 
think that in pre-eclamptic cases, as a 
rule they are sedentery people and not 
given to very much exercise, and it is 
simply an overloading especially of the 
eliminative organs of the body, organs 
that are already burdened with preg- 
nancy. Now then, you have an unbalance, 
you really have a destructive metabolism, 
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you have the creation of the most specific 
toxin. If you take these pre-eclamptics, 
say before seven months, and give them 
eserin for elimination of the nitrogens 
by way of the liver, citrate potassium for 
the acidosis, with urinary sedatives and 
diuretics and salines for the bowels, your 
albuminuria and your toxemia sometimes 
clear up. Now this is in case, of course, 
it does clear up and your patient goes on 
to a normal delivery. If taken soon 
enough when your patient’s blood pres- 
sure begins to rise and the ankles begin 
to swell, take them then and you can get 
them back to normal. If you cut down 
on the intake usually the outgo can take 
care of the condition. A little further 
along, especially in a primipara two or 
three weeks or a month before expected 
confinement, with profound toxemia evi- 
dently a lot of damage has already been 
done, and if you think you will have a 
surgical case the better time for the mo- 
ther and also the baby is a week or ten 
days before confinement, and not let her 
go into eclampsia. So far as the treat- 
ment of true eclampsia is concerned, there 
is any number of treatments or ways of 
treatment but we must bear in mind, as 
Dr. Osborn has stated, sedation and sup- 
portive treatment and elimination, es- 
pecially those three. I think all have 
agreed practically that morphine—we 
used to use chloroform—morphine is the 
drug we use now, from 4 to 14, usually 
4; if you use 44 you can use a certain 
amount of amytol, 2 to 6 grains, and you 
will get within thirty minutes a soft patu- 
lous condition which makes it easier for 
manual extraction or forceps delivery. If 
the case has gone to term and is in eclamp- 
sia, as a rule it is a poor surgical risk and 
after-treatment is interferred with as men- 
tioned. Now then you have sedation, and 
the next thing is emptying the uterus. As 
a rule we do not find these patients in the 
hospital and we must treat them out any- 
where and under all circumstances. After 
emptying the uterus give your patient four 
to nine grains of calomel soda, they will 
take it all right if you powder it and put it 
on the tongue, and one-half ounce of mag- 
nesium sulphate every hour until the 
bowels start and there is no question 
about your elimination and no question 
about the recovery of the patiient from 
true eclampsia. I enjoyed Dr. Osborne’s 
paper very much. He covered a large 
field, toxemia of pregnancy. 


Dr. Basil A. Hayes, Oklahoma City. 


I am not an obstetrician. I am a urolo- 
gist but for the past one and one-half 
years I have been interested in the tox- 
emias of pregnancy. Sometimes the cause 
is so close to us we can’t see it. When | 
began the study of this condition, I went 
back into the autopsy records of the Uni- 
versity Hospital to find what pathology 
was found in the kidneys of women who 
died of eclampsia, because one of the 
syndromes of toxemia of pregnancy is 
nephritis. Five cases had been autopsied, 
and I want to tell you briefly what was 
found in their kidneys: in the first, puru- 
lent infiltration, and tubular degenera- 
tion; the second showed the same micro- 
scopic pathology but the right ureter was 
dilated; the third, pyelonephritis with 
acute nephritis, moderate dilation of the 
pelvis and ureters; fifth, bilateral hydro- 
ureter, in other words, there were prom- 
inent changes in the pelvis of these kid- 
neys. Now I looked up the literature on 
eclampsia. Crabtree in Boston and Bard- 
wood in England have definitely shown 
that approximately half of all women 
show hypertrophy of the ureters, be- 
ginning as early as the third week of 
pregnancy. This appears to be complete 
the tenth or twelfth week. When you 
have pregnancy, in fifty per cent there is 
enough back pressure on the ureters that 
the ureters have to hypertrophy to get the 
urine through. The tenth or twelfth week 
that is over. By a _ perfectly striking 
similarity, the vomiting or ordinary nau- 
sea which began when the back pressure 
started, ends with the back pressure. 
There are various other evidences of the 
same thing. After getting into the thick 
of it I got the assistance of Dr. Wilson 
and Dr. Allen, who allowed me to handle 
some cases in the University Hospital. I 
had three cases there, each of which 
showed dilatation on both sides. In the 
third case catheter was installed in each 
ureter after a convulsion, and she went 
on and two days later had a normal baby. 
Six hours after the catheters were in- 
stalled she said she felt better than at any 
time during her pregnancy. That started 
me to thinking along that line. I think 
there is no question that any of us will 
find toxemia of pregnancy from urinary 
back pressure that causes absorption by 
the veins of the kidneys. This absorption 
of the toxins which collect goes back 
through the circulation and causes neph- 
rosis, Which can be due to many types of 
toxins. It would probably relieve the 
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patient te get the kidneys drained. Soon 
that patient can void the accumulation of 
toxic products in the system. I enjoyed 
the paper very much. I think Dr. Osborn 
exactly correct when he said that up to 
the present time the cause has never been 
fully discovered. Elimination and seda- 
tion are certainly very necessary in these 
cases, 


Dr. M. B. Glismann, Okmulgee. 


I want to comment on two points very 
briefly. I want to emphasize pre-natal 
care. The fact that they had one death in 
one thousand cases at the pre-natal clinic, 
this is the usual and ordinary result of 
pre-natal care. His other observation, 
that this patient had refused to co-oper- 
ate, is the usual result of pre-natal care. 
We find that most of these eclamptic and 
pre-eclamptic cases appear under our care 
for the first time in eclampsia. The 
other point I want to emphasize is vaginal 
caeserean section. I believe it is a very 
excellent operation which we have side- 
stepped and which we have neglected. We 
do entirely too few vaginal sections. In 
the matter of sedation, I want to say that 
we have been using sodium amytal in the 
few cases of eclampsia we have had re- 
cently, and the effect has been very, very 
excellent, with, so far as we can see, no 
unfortunate after-results. I enjoyed Dr. 
Osborn’s paper very much. 


Dr. Eskridge : 

Dr. Osborn has certainly taken a very 
difficult subject and handled it as it 
should be handled. It is surprising how 
much we vary on the etiology of a disease 
that causes so much trouble and discom- 
fort as eclampsia. I had a letter from a 
doctor in Idaho City stating that the ideas 
were all wrong and that it was due en- 
tirely to alkalosis. He didn’t attempt to 
state what caused the alkalosis. It is sur- 
prising that we can turn around and use 
the drug that is contraindicated in this 
condition and get results. For the edema, 
we have been cutting down the salt in- 
take to relieve the edema and to a certain 
extent improve the output of toxins. As 
for caeserean vaginal section, I have re- 
fused to do those in primiparas. My idea 
is that you get so great an amount of pel- 
vic trauma which causes absorption of 
the tissue and causes toxemia greater 
than following abdominal section. In 
multiparas, especially around the seventh 
or eighth month, they should be delivered. 


I think the quicker you relieve the causa- 
tive factor the better off your patient is 
going to be. I don’t think true eclamptic 
primiparas should be treated with seda- 
tion. I believe morphine is the best drug 
where you want to go ahead with seda- 
tion. I don’t believe anything else will do 
a great deal of good. I do believe these 
women should have a great deal of water. 


Dr. Nelson: Tulsa. 


I would like to call your attention to one 
part of Dr. Osborn’s paper that has not 
been touched upon by preceding discus- 
sions. Davidson, who originated this 
treatment, pictured a “colloid block” of the 
liver and kidneys in eclampsia. Such ex- 
pressions as “colloid block,” “tissue 
thirst,” “‘sedimentation rates,” “viscosi- 
ties,” “osmotic or oncotic pressures,” “sur- 
face charges” and many others are creep- 
ing into our medical literature. Very few 
of us have had even an introduction to 
physical chemistry, so we are handicapped 
in attempting to understand an author’s 
views. Modern research workers in im- 
munology, chemotherapy, and physiother- 
apy are coming to think along physico- 
chemical directions. To the physical-chem- 
ist, the blood, the tissue fluids, the cell 
membranes, the cytoplasm, and nucleo- 
plasm are colloidal phases. The effects of 
ions and molecules on colloids are complex 
but sometimes highly selective. Just which 
colloid phase Davidson had in mind I do 
not know. But the fact that he uses po- 
tassium citrate and lots of fluids in a man- 
ner to reach the liver, suggests that pos- 
sibly he had in mind the cellular colloids 
of the liver. We know that potassium 
(rather than sodium) predominates with- 
in the cells. If potassium citrate initiated 
a breaking up of some colloid complex, it 
is readily seen that fluids would be per- 
mitted to serve in elimination—if they 
don’t play a principal part at first. 

Dr. Eskridge, in his discussion, called 
our attention to some reports that a state 
of alkalosis exists in eclampsia. It might 
appear irrational to give potassium citrate 
in a state of alkalosis. We have heard 
much about alkalosis and acidosis without 
hearing enough about the complexity of 
such conditions. Some chemists and phy- 
sical chemists question if we can measure 
hydrogen ion concentrations in complex 
colloid systems. If we limit our thoughts 
to alkali or acid excesses or deficits, we 
still forget to contemplate what phases or 
parts of the cells or humors are affected. 
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In eclampsia, possibly neither alkalosis nor 
acidosis are the usual critical factors. 
Possibly the exact vision of Davidson may 
not be correct, nor the therapeutic ap- 
proach most efficient. We know that in 
colloid phenomena we may produce similar 
alterations by varied means. Colloid theor- 
ists from the time of Claude Bernard have 
made blunders, but we still have the same 
humoral problems before us. There are 
indications that physico-chemical concep- 
tions, understood and applied, promise to 
correlate humoral and cellular pathology 
without destroying either. 

Clinical results are the final criteria of 
the merits of a therapeutic procedure. In 
order to be fair to new therapeutic pro- 
cedures, we need to ask ourselves if we 
have actually followed the procedure un- 
der correct circumstances. We can look 
back and see the blunders we have made 
in asepsis, antisepsis, serum therapy and 
vaccine therapy and too often not because 
of lack of data, but lack of understanding, 
or procedure. There is developing a gap be- 
tween the thinking of physical chemists of 
medicine and the general practitioner 
similar to that which existed for years 
after the time of Pasteur, during which, 
the practitioners did not believe or under- 
stand the germ theories. 


Dr. Osborn: 

I appreciate the discussion very much. 
With reference to Dr. Hayes’ treatment, 
I just want to say that I can’t see how 
pyelitis is any more than a complication. 
It is not an etiological factor in toxemia 
of pregnancy. This paper was not writ- 
ten upon the toxemia of pregnancy and 
did not include the picture of early tox- 
emia. These probably would be benefited 
by catheterization of the ureters, but you 
do not find the pyelitis complicating very 
many cases of eclampsia. Eclampsia has 
a definite pathology which always does in- 
clude nephritis. I don’t think Dr. Hayes 
would have very good success without 
some other treatment in treating cases of 
eclampsia, because in the majority of 
them there is no abnormal dilatation of 
the pelvis of the kidney and no pyelitis. 
There is an anuria. With regard to the 
efficacy of this treatment and relative 
value of the different remedies like mag- 
nesium sulphate and potassium citrate, I 
don’t think that is the point in this. The 
point of most value in this treatment is 
the administration of liquids by way of the 
stomach by the stomach tube. For in- 
stance, I had one case where we were 


unable to get six drams in twelve hours. 
Before we delivered her | put in a duo- 
denal tube and administered a quart of 
water every two hours through this tube, 
with potassium citrate grains 20 in each 
quart, and twelve hours following she 
voided sixty ounces of urine and made a 
good recovery. In regard to caeserean 
section, there isn’t any question but that 
the vaginal caeserean section has a lower 
mortality rate. If you submit the patient 
to abdominal section, as was said before, 
you can’t give the post-operative treatment 
they should have by mouth. They are go- 
ing to be much more distended. When de- 
livered by vaginal caeserean section prop- 
erly done the trauma is not great. | can 
show some vaginal caeserean sections you 
can hardly tell have ever been delivered. 
You can see only a fine line where the 
incision was made in the (anterior and 
posterior) lips of the cervix. One advant- 
age in favor of that is a small foetus. 
They are usually not full term, although 
I have done them at full term with a good 
sized baby. One of many purposes in pre- 
senting this paper was the fact that very 
frequently eclamptics are brought in from 
outside and turned over to some general 
surgeon who does abdominal caeserean 
section, and doesn’t consider treating the 
mother. The man who brings in the case 
usually thinks he has fulfilled his duty 
when he has turned it over to somebody 
else, and as a result the mortality rate is 
higher. I have the records at Morningside 
Hospital for the last five years. They had 
four abdominal caeserean sections for 
eclampsia and two deaths, showing a fifty 
per cent mortality, where with vaginal 
caeserean section you have none. 
a ne 
STREPTOCOCCIC MENINGITIS WITH INTRA- 
CAROTID TREATMENT AND 
RECOVERY 





Matthew S. Ersner and Theodore H. Mendell, 


Philadelphia (Journal A. M. A., November 5, 
1932), present two cases of hemolytic strepto- 
coccic meningitis of otitic origin in which cure by 
intracarotid treatment was obtained. Mastoidec- 
tomy was performed in both, and blood transfus- 
ion, frequent lumbar taps and antistreptococcic 
serum were used as adjuncts in the treatment. 
Cerebral dehydration was used to great advantage 
in both cases. Energetic nasal treatment is es- 
sential if a successful outcome is to be attained. 
Forty-six cases of streptococcic meningitis with 
recovery are listed in the literature prior to this 
report. Whenever meningitis complicates an otol- 


ogic condition, intracarotid therapy after the 


method of Kolmer is advocated early without de- 
lay, along with other treatment as a simple harm- 
less measure offering some hope in the treatment 
of an almost hopeless disease. 
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THE PHYSICIAN, A LEADER IN 
MENTAL HYGIENE* 





J. J. GABLE, M.D. 
J. L. Day, M.D. 
General Oklahoma State Hospital 
NORMAN 





Throughout America there is a growing 
urge for mental health, a demand for 
scientific facts to improve mental life. 
This demand for mental hygiene promises 
to enrich the lives of our people, give 
them more freedom from disease, and 
more years of happy, useful service. We 
are told that such urgent demand usually 
proves to be the “mother of invention”, 
and we are expecting physicians to be- 
come the leading spirits in perfecting this 
invention. 

The 1928 hospital census of the Ameri- 
can Medical Association showed that one 
out of 325 persons in the United States 
was a patient in an institution for ner- 
vous and mental disorders, and that there 
are more patients in mental hospitals than 
there are at any one time patients in all 
the general hospitals of the country. In 
the opinion of conservative specialists in 
mental disease, about one-half of all cases 
of mental or nervous disorder could be 
prevented by timely application, largely in 
childhood and adolescence, of knowledge 
already available. Effective ways of ap- 
plying this knowledge on a nation-wide 
scale have been worked out by the Na- 
tional Committee for Mental Hygiene and 
progress is already being made. 

By mental hygiene we mean, that edu- 
cational art in the field of nervous and 
mental diseases which endeavors to draw 
attention to and stimulate interest in the 
importance of mental health. Mental hy- 
giene seeks to wage an educational war 
against prevailing ignorance regarding 
conditions and modes of living which tend 
to produce mental disorders. It seeks the 
development of wholesome mental states, 
reaction types, and proper adjustment 
habits in the infant, child, and adult. It 
seeks to show the relationship between 
poor mental health and dependency, de- 
linquency, and domestic and social trou- 
bles. Mental hygiene not only seeks to 
protect the mental health of the public at 
large, but seeks to improve the mental 
health of the unstable and _ insane. It 
seeks to impart information in regard to 
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mental illness in order to break down past 
prejudices and superstitions. It seeks to 
inspire confidence in these institutions. In 
short, mental hygiene seeks to preserve 
the mental health of the normal and im- 
prove that of the afflicted. 

Early medical advice and treatment is 
essential in mental disorders, behavior 
and personality problems, and all forms 
of human maladjustment if best results 
are to be obtained. People must be taught 
to consult their doctor about their mental 
ills just as they do their physical ailments. 
The successful doctor begins to practice 
mental hygiene early in the lives of his 
patients. He correctly teaches the mother 
that too much attention is not good for 
the child, that too much petting, too much 
coddling, sometimes interferes with nor- 
mal mental development. He early detects 
the enlarged thymus, the non-secreting 
thyroid, and other endocrine dyscrasias. 
He is the first to notice the large head of 
the hydrocephalic, and the small head of 
the microcephalic, calling attention to the 
possible failure of mental development a 
few years later. He watches closely his en- 
cephalitic and anterio-polio myelitis cases, 
calling attention to the possibility of phy- 
sical defects and behavior disorder later 
in life. He is quick to discern Syden- 
ham’s chorea, and careful not to mistake 
it for habit-tic. He answers the call to 
the child guidance clinic where he helps 
the children to help themselves. Here he 
not only helps the child, but he helps the 
parents by correcting false attitudes and 
practices, readjusting the family situ- 
ations that so largely contribute to chil- 
dren’s behavior disorder. He notices the 
timid, seclusive child, and advises the 
parent how best to deal with this shut-in 
personality. He tries to teach the parents 
that too much restraint, and too close 
supervision, too much parent molding is 
not conducive to proper initiative and in- 
dependence later in life. In fact, the 
doctor is inclined to believe in the old 
saying of Austin O’Malley, “Do not pull 
the check rein too tight on a horse or a 
boy.” This doctor is a firm believer in 
Boy Scout, and Camp Fire Girls’ organiza- 
tions, enjoys teaching them first aid. He 
realizes the fact that if he can make these 
children grow up cheerful and happy they 
will likely continue in this healthful 
mental state. 


He advises his people not to conceal 
their mental troubles, but to air them 
freely, for later in life these repressions 
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rebound out of the unconscious to appear 
as depression or behavior disorders in 
the conscious mind. He realizes that 50 
per cent of all ailments are mental, that 
over 50 per cent of the people in hospitals 
today are in mental hospitals, and that 
60 per cent of the acute mental states re- 
cover. With these facts in mind he tries 
to assure the families that it is no great 
stigma in the life of an individual to suf- 
fer a mental break, and that according to 
statistics any individual is just as likely 
to have some mental trouble as to have 
some physical trouble. He would have the 
laity to forget the word insanity, and in- 
sane asylum and tries to picture the more 
pleasing well conducted State Hospital 
where the mentally ill are just as effi- 
ciently cared for as the physically sick in 
general hospitals. 

Psycho-therapy has been used since 
the earliest days of medicine; yet many 
well informed physicians have failed in 
their general practice because of the fail- 
ure to master this art. Our doctor has a 
cheerful attitude and has kind words of 
encouragement which he uses in quieting 
the whims of the irritable and unreason- 
able, and allaying the fears of the appre- 
hensive. He is quick to discern the tem- 
perament of his convalescent patients. For 
the up and going, he is inclined to give an 
attractive nurse, comfortable, cheerful 
surroundings, to prevent too sudden de- 
parture from bed; but for the neuras- 
thenic who unconsciously enjoys being 
the center of the stage, he uses different 
tactics. In the traumatic case, he is firm 
and is likely to undervalue the seriousness 
of the injury in the presence of the pa- 
tient and have the patient back to work 
before he has time to develop a traumatic 
or insurance neurosis. All this time he 
is practicing psycho-therapeutics, is do- 
ing so because he realizes that half his 
patients’ ailments are mental and that psy- 
cho-therapy is the most efficient weapon 
in the struggle. 

It is true that our hospitals have grown 
more rapidly than our state population. 
In this time of unemployment and eco- 
nomic distress, it is natural that we meet 
with more anxiety, fear, mental stress 
and strain often accompanied by path- 
ological depression. The physician well 
trained in mental hygiene catches these 
cases in their incipiencies and after proper 
analysis lets the patient see himself as he 


is. He tries to teach him to face the 
reality, and often is able to prevent a 
major psychosis. Our doctor realizes that 
people are adjusting themselves to new 
and painful situations during these times 
of economic distress which has caused 
fear to arise in the hearts of many and it 
is this fear of the future that has taken 
the joy out of life. Take away a man’s 
feeling of security and you have disrobed 
him of the highest essential of mental hap- 
piness. 

Now the etiology of mental trouble is by 
no means a sealed book. Oft times we can- 
not put our finger on the exciting cause 
yet we believe the following to be the 
most frequent causative factors, namely: 
physical diseases, infectious and other- 
wise; inherited neurological taints and 
trends; syphilis; deprivation associated 
with overstrain, overwork and _ over- 
worry; alcohol and drugs; senility and 
arteriosclerosis, and unhappy childhoods 
filled with repressed ideas, pushed into 
the subconscious, later appearing as pain- 
ful complexes. Prevent these above 
causes, and overnight you cast the mental 
gloom from the earth. Nothing can go 
farther in preventing these six potential 
life wreckers than properly applied mental 
hygiene. 


DISCUSSION: Dr. C. J. Fishman, Oklahoma 

City. 

1, for one, appreciate the trite, clear- 
cut, pointed statements made by Dr. Day, 
in this paper. It is only too true that the 
general practitioner is the one by whom 
the earliest symptoms of mental distur- 
bance and so-called nervous break-downs 
are seen. It is to the family practitioner 
that the patient comes with troubles and 
complaints, and unless he is on the alert 
to look for the earliest signs of mental 
disturbances, he will often be misled into 
the serious consideration of organic dis- 
ease by the early symptomatology. I real- 
ize the obstacles which lie in the path of 
early diagnosis. The complaints are usual- 
ly not clear-cut, and often refer to symp- 
tom complexes such as are usually seen in 
early cases of organic disease. For ex- 
ample, how often fatigability, inability to 
concentrate, insomnia, digestive disturb- 
ance, loss of appetite are the premonitory 
symptoms of the nervous upsets as well 
as the premonitory symptoms of such dis- 
eases as thyrotoxic goiter, early tuber- 
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culosis, the various anemias, and gastro- 
intestinal disturbances. It is therefore 
difficult to separate these early symptoms 
and consider them merely functional. 

However, inasmuch as Dr. Day was 
speaking about mental hygiene, the pre- 
vention of further development in these 
cases is to be considered rather than the 
more accurate diagnosis, and if one keeps 
in mind the possibilities, prevention car- 
ries the major role in the comprehension 
and management of the cases. 

Let us consider for a moment the smyp- 
toms of loss of appetite, restlessness, in- 
somnia, and fear, that is so often present 
in children as well as adults. The eti- 
ological factors that contribute to these 
symptoms which are often early symptoms 
of the nervous break-downs are excessive 
fatigue as the result of the intense drive 
of social life and mental activities in 
school work as well as in business. How 
often are children driven to distraction by 
the multiplicity of their activities in 
school and particularly in their social ac- 
tivites, and their ambition to excel in their 
outside work, music lessons, dancing, and 
other attainments which their parents de- 
mand are necessary for a proper educa- 
tion and development. 

Irrespective of what may ultimately 
develop, it is the province of the general 
practitioner, when his patients complain 
of some of these premonitory symptoms, 
that prophylactic measures be instituted, 
namely, rest, reduced activities, and im- 
provement in general hygiene, particular- 
ly food intake which will result in in- 
crease in weight. These are important 
factors in the prevention of more serious 
nervous or mental upsets. The physician 
should, therefore, be alert to consider the 
possibilities of this pending danger and 
point out to his patient and to the fam- 
ily the necessity for these measures which 
will increase resistance to nervous break- 
downs. Iam certainly of the opinion that 
loss of weight is an important factor in 
the reduction of resistance to nervous as- 
sults, and therefore rest, food, and re- 
duced activities are important for pre- 
venting the progress of mental disturb- 
ance both in children and adults. 


CHRONIC NON VALVULAR HEART 
DISEASE 
WANN LANGSTON, M.D., F.A.C..P. 
OKLAHOMA CITY 





Of all the organs of the body, depend- 
ent, of course, upon the vascular system 
for nutrition, those vital ones, the brain, 
the kidneys and the heart suffer most 
from the degenerative processes which 
from one cause or another attack the ar- 
terial and arteriolar system at about the 
fifth decade of life. The affections of 
these organs make up the bulk of what 
may be designated as the degenerative 
diseases, which are responsible for a 
greater mortality and a greater morbidity 
than any other disease or group of simi- 
larly related diseases, stalking as it were 
through the world and striking down the 
most useful of our citizens in what we 
call the prime of life; and of these three, 
the heart for the most part incurs damage 
earlier and causes the death of greater 
numbers than the other two, heart disease 
having risen in the last few years to first 
place in the mortality tables, now taking 
an annual toll of 225,000 lives in this 
country alone, the rate rising in January 
and February, 1929, to 192 per 100,000. 
Hence, the degenerative diseases and 
particularly degenerative heart disease, 
constitutes the most important problem 
confronting the profession today, and this 
is my excuse for calling it to your consid- 
eration once again. 

Christian’, I believe, is responsble for 
the term “Chronic Non-Valvular Cardiac 
Disease” to designate this large and im- 
portant group of cases, met with in adult 
practice, in which myocardial impairment 
and myocardial insufficiency are based on 
damage to the heart muscle, unassociated 
with any organic lesion of the heart 
valves. Various other terms have been 
used, such as Chronic Myocarditis, Ac- 
tive Aneurism, Idiopathic Hypertrophy, 
Chronic Hypertrophic Myocarditis, Chron- 
ic Interstitial Myocarditis, Hypertensive 
Heart Disease, The Failing Heart of Mid- 
dle Life, Cardio-Vascular Disease, Ar- 
terio-Sclerotic Heart Disease, and Cardio- 
Vascular Renal Disease. The designation 
used by Christian seems to me to be the 
most satisfactory, and has been chosen 
for the title of this paper. 

The importance of non-valvular as 
compared with valvular heart disease 
may be judged from the following fig- 
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ures: Dr. Alfred M. Glazer’ of the De- 
partment of Pathology of the University 
of Cincinnati, reports that of his series 
of cases, 3% are rheumatic, 14% syphil- 
itic, 25% syphilitic and arterio-sclerotic 
combined and 41% _arterio-sclerotic. 
Barron’ says disease of the myocardium, 
non-valvular, makes up about 65% to 
77% of all heart failure cases while valv- 
ular disease makes up 23%, about 34 of 
which are rheumatic in origin. At the 
out patient department of the John Sealy 
Hospital, Schwab’ and Schulze found that 
3.3% of all admissions, and 16.3% of ad- 
missions to medical division had organic 
heart disease, and that 57.2% of these 
belong to the hypertensive group, 20.2% 
to the arterio-sclerotic group, while the 
syphilitic and rheumatic groups together 
amounted to only 16.1%. Of 111 cardiac 
cases admitted to the University Hospital 
in the last year and a half, 40% were 
diagnosed valvular, 60% non-valvular, 
while of patients above 40 years of age, 
70% were non-valvular. 


Syphilis and rheumatic infection are 
responsible for practically 100% of valv- 
ular heart disease. Rheumatic fever is 
essentially a disease of early life, and most 
cases of rheumatic heart disease die with- 
in a twenty year period; syphilis is es- 
sentially a disease of early adult life; the 
heart lesions usually develop in from ten 
to twenty years, and the average life time 
after development of the aortic lesion is 
about five years; consequently these 
groups have largely disappeared from the 
scene before the age period at which non- 
valvular disease begins to make its in- 
roads is reached. Beginning at about the 
age of 40, in increasing numbers as age 
advances, there appear at our offices or 
in the hospitals and clinics a group of pa- 
tients, usually men, without history of 
syphilis or rheumatism, who have been 
active in business or profession, uncon- 
scious of any organic or functional defect, 
until suddenly it is called forcibly and 
painfully to their attention by the onset 
of symptoms of congestive failure or of 
the anginal syndrome; or what is more im- 
portant still, with vague symptoms of ir- 
ritability, indigestion, ‘neurasthenia’”’, 
fatigability, etc. 

What is the nature of this malady that 
is taking such frightful toll daily? What 
is its etiology? 


Unfortunately but little can be said 
definitely in answer to these questions; 
and until they can be answered, but little 


can be accomplished in the control of myo- 
cardial disease. Briefly, however, it may 
be said that myocardial disease is mainly 
on a basis of degenerative disease of the 
coronary vessels, which, in turn may or 
may not be a part of a generalized arterio- 
sclerotic process. MacLean‘ in a series of 
95 cases of all ages found coronary scler- 
osis in 76%, this localization of arterio- 
sclerosis surpassing all others except the 
2orta, which showed the process in 92% 
of the cases. It is noteworthy that in Mac- 
Lean’s series, 91.6% of cases over 40 
years of age showed coronary sclerosis. 
Levy at the Presbyterian Hospital in New 
York City in reviewing 1380 autopsies 
over a ten year period found 10.7% of 
coronary artery disease, and of these 
about 50% were arterio-sclerotic. While 
we have no definite figures at the Uni- 
versity Hospital, the percentage is cer- 
tainly much larger than Levy’s, perhaps 
more nearly approaching those of Mac- 
Lean. Certain it is that arterio-sclerosis 
of the coronaries is the most prominent 
pathological process in chronic non-valv- 
ular myocardial disease. With the nar- 
rowing or occlusion of the vessels due to 
this process the heart muscle becomes im- 
poverished locally, dies, and is replaced 
by fibrous tissue, (fibrous myocarditis) 
which may be recognized as white scars 
which are resistant to the knife, prin- 
cipally localized in the anterior wall of the 
left ventricle toward the apex and in the 
inter-ventricular septum*. Similar scar- 
ring may be produced by syphilitic and 
other focal inflammatory processes. 

If then non-valvular heart disease is 
due mainly to coronary sclerosis which 
seems to be identical in every way with 
general arterio-sclerosis, we must turn t 
the latter in an effort to learn more about 
the causes of this widespread degenerative 
process. Here again we must confess our 
ignorance. Moschowitz’, however, has 
made a number of significant observa- 
tions, such as the occurrence of pulmonary 
artery sclerosis only in those conditions 
in which there is increase in the pulmon- 
ary pressure; that in the general cir- 
culation arterio-sclerosis occurs most 
prominently at points of greatest stress, 
as at the bifurcations and points of nar- 
rowing; that phlebo-sclerosis occurs only 
in relation to increased intravenous pres- 
sure, etc. Whether arterial hypertension 
is a cause of general arterial sclerosis, or 
of coronary sclerosis, certainly there is a 
most frequent association between the 
two; that it is not the only cause however 
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is evident from the fact that we see nu- 
merous cases of general arterio-sclerosis, 
and of arterio-sclerotic heart disease 
without hypertension; and sometimes we 
see hypertension exist for a long time 
without clinical evidence at least of myo- 
cardial involvement. Pardee’ believes 
that hypertension per se is not the cause 
of heart disease, unless arterio-sclerotic 
changes affect the heart itself. 

As already indicated, syphilis and rheu- 
matism play an unimportant part in the 
causation of non-valvular heart disease. 
The importance of focal infection is still 
a moot point. My impression has been 
that it does play a part but I know of no 
definite proof. Christian has said that 
there is no evidence that other infections 
play an etiological role. Nathanson” has 
pointed out that in a study of 100 diabetics 
that came to autopsy, 41% had severe 
coronary disease, and that of the cases 
above 50 years of age, 52.7% had coron- 
ary sclerosis, as compared with 8% of 
non-diabetics of like age. He concludes 
that the essential cardiac lesion of diabet- 
ics is coronary sclerosis. According to 
Riesman’, overeating, insufficient sleep, 
worry, the strenuous life, are important 
factors, especially among the business and 
professional men, and we have all noted 
the frequency of heart failure, angina, 
coronary crises, and cerebral accidents 
among this class of individuals. One needs 
only to read the death reports of physi- 
cians in the Journal of the American 
Medical Association to be impressed with 
this fact. 

It is recognized that those portions of 
the arterial system exposed to the trauma 
or excessive muscular exercise show 
earlier and more pronounced changes than 
those which are not so exposed; a note- 
worthy example is the sclerosis of the 
radial artery in manual laborers. Con- 
sequently, because of the continuity of 
cardiac function, and particularly in those 
individuals who place added strain upon 
the circulatory system by overwork or 
emotional excitement, one is not surprized 
to find the coronary system frequently 
involved. 

In my own observations I have been 
impressed with the frequency of familial 
history of “dropsy”, “Bright’s disease”, 
“a stroke’, “high blood pressure”, etc. It 
is my opinion that heredity is by no means 
the least important factor in the degenera- 
tive heart disease in particular. 


The recognition of cardiac insufficiency 
is not difficult; the syndromes of conges- 
tive failure, anzina pectoris and cornary 
occlusion are so well known that I need 
spend no time in discussing them. I pre- 
fer to take a few moments to stress the 
importance, the necessity, of recognizing 
non-valvular myocardial disease before the 
stage of insufficiency is reached. It is 
true that most cases of heart disease reach 
us in a state of heart failure; but each of 
us examine patients, in whom ! fear there 
are signs of myocardial impairment which 
we fail to recognize, these are the patients 
to whom we may render great service if 
we are careful to search for the signs of 
heart disease, and are able to interpret 
what we find. Keeping in mind the high 
incidence of cardiac disease after the age 
of forty, we are negligent of our duty to 
the patient unless we search carefully and 
diligently for evidences of pathology of 
the heart muscle or of impaired function. 

What then are the early signs of non- 
valvular cardiac disease? 

First, and most important is the size of 
the heart. While there is not enlarge- 
ment in 100% of the cases, this is the 
most constant and reliable sign of cardiac 
pathology. Appreciable enlargement is 
always significant. It may be recognized 
frequently by inspection, sometimes by 
palpation, occasionally by percussion, and 
in some cases, as in emphysema, or in the 
obese, only by fluoroscopy or X-ray pic- 
tures. Enlargement of the left ventricle 
with displacement of the apex to the left 
is the usual finding. Definite enlarge- 
ment means dilatation; dilatation is al- 
ways pathological. The larger the heart, 
the nearer is failure. 

The stethoscope yields but little infor- 
mation of diagnostic importance in this 
condition. A muffling of sounds, or ac- 
centuation of second aortic sound, gallop 
rhythm, etc., may be noted Murmurs 
are rarely heard in the early stages and 
I think it very important to know this. 
Too often physicians look upon a murmur 
as indicative of heart disease and consider 
a murmurless heart a sound heart. Noth- 
ing can be more fallacious than this mis- 
conception. I want to stress strongly the 
relative unimportance of murmurs in non- 
valvular disease. 

Hypertension is a finding of import- 
ance; and even very moderate hyperten- 
sion should not be discounted by the clin- 
ician. It is true that hypertension may 
exist without heart disease; and many 
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cases of heart disease do not show hyper- 
tension. But hypertension, however 
slight, accompained by other signs of dis- 
turbed circulatory function must be con- 
sidered important. 

Next to cardiac enlargement, the his- 
tory is the most important diagnostic 
guide. Subjective symptoms of a mild 
grade of cardiac failure may be present 
for a long time; fatigability, slight dysp- 
nea and substernal oppression on exertion 
in excess of what had been noted in pre- 
vious years; paroxysmal dyspnea, especi- 
ally at night; nervousness, irritability, in- 
somnia; “‘neurasthenia’”’; indigestion; noc- 
turnal polyuria; palpitation; undue tachy- 
-ardia after exercise; all of these are sug- 
gestive of myocardial impairment unless 
otherwise explained. Vital capacity is 
early reduced, and a test with the spiro- 
meter may yield significant information; 
also at this stage the electrocardiograph 
may be of assistance; however, negative 
electrocardiograph findings in no measure 
rule out heart disease. 


As the condition of myocardial failure 
advances, the greater circulation is in- 
volved and we have the signs of congestive 
failure, namely; cyanosis, orthopnea, ed- 
ema, enlargement of the liver, effusions 
into the various serous cavities, etc. It is 
at this stage that the patient seeks ad- 
vise of his phyisician, when little of a 
permanent nature can be effected. 


I do not wish to dwell upon the treat- 
ment of the major syndromes of heart 
failure; suffice it to say that in the full 
blown three indications are paramount. 


1. Complete rest, mental and physical; 
this frequently can be obtained only by 
the use of opiates. The position in which 
the patient rests is immaterial. 

2. Improvement of the heart tone if 
possible. This I believe can be obtained 
best by the use of digitalis in adequate 
dosage, in addition to REST. I know but 
one rule in the administration of digitalis: 
Give digitalis in adequate dosage when- 
ever there is evidence of a failing myo- 
cardium. 

3. Removal of edema. This is best ob- 
tained by the use of diuretics. Sometimes 
rest alone, frequently rest plus digitalis, 
will accomplish the desired result. When 
it is necessary to produce diuresis, two 
methods are available. If there is only 
moderate impairment of renal function, 
the organic mercurials, especially salyr- 
gan in one cubic centimeter doses, in- 


tramuscularly, every second or third day, 
work admirably. But usually, and _ al- 
ways, if there is evidence of kidney path- 
ology, it is preferable to try one of the 
Xanthine preparations as synthetic theo- 
phylline in the form of theocin or theamin 
in doses of five grains four times a day 
for four days. These preparations are 
not only excellent diuretics but possess 
the added advantage of being coronary 
dilators and so improve the circulation 
within the heart muscle. I know of one 
case of angina that has not had an attack 
since beginning this plan of treatment. 
In the hypertensive cases sedatives in the 
form of phenobarbital or amytal can be 
added to the Xanthine to the advantage 
and comfort of the patient. Both the Xan- 
thine and the organic mercurials seem to 
work better if the alkalinity of the blood 
is reduced, and this can be accomplished 
by the administration of dilute hydro- 
chloric acid, ammonium chloride or am- 
monium nitrate. 


But it is the importance of diagnosis 
and proper management of the early cases 
of myocardial impairment that I desire 
to stress in this paper. Early diagnosis 
is most important. Brooks” says: “In 
the management of disease of the heart | 
would say that even more than in most 
other disease conditions early recognition 
accomplishes more benefit than any other 
factor. This brings most strikingly to 
our attention the great importance of the 
routine physical examination for every- 
one; and in very many instances, the early 
recognition of the heart defect tremend- 
ously prolongs life and greatly augments 
efficiency in every direction.” Therefore, 
let me stress again the importance of 
periodic examinations; it is essential for 
us to preach this doctrine to our clientele ; 
and at every examination of a patient who 
is approaching or has entered the degen- 
erative period of life we must look for the 
signs of non-valvular disease of the heart. 

Having discovered heart disease in an 
unsuspecting individual, there is no more 
delicate problem in medicine, none that re- 
quires more tact and discretion on the 
part of the physician. How many neuro- 
paths have you seen, made such by the in- 
discreet remark of the doctor that the pa- 
tient has a “leaky heart.” Heart disease 
is dreaded by all. Perhaps it is best not 
to make known to the patient the actual 
condition if it can be avoided. The wise 
physician may be able to guide his patient 
to a less strenuous existence and a longer 
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and more useful life without telling him 
that he is the victim of an incurable and 
ultimately fatal malady. 


A readjustment of the patient’s mental 
and physical effort to his cardiac impair- 
ment is essential, and this is the most dif- 
ficult problem of the physician. I point 
out to the patient that he tires easily, that 
he has some shortness of breath; that 
these are signals of distress that must be 
heeded ; that he must adapt the rule of not 
becoming fatigued, of not exerting him- 
self to the point of having shortness of 
breath; that this may be only a temporary 
condition from which he probably will re- 
cover rapidly if he will only observe some 
simple rules of living; he must be warned 
not to attempt to improve his condition 
by excessive exercise, but rather by rest 
with only moderate exercise; that he must 
avoid overweight, or if already over 
weight, then he should reduce his weight 
gradually by careful and sensible dieting, 
always avoiding dietary fads; that he 
must secure sufficient sleep and mental 
relaxation. Sedatives for the hyperten- 
sive and the emotionally unstable are es- 
sential; restriction of coffee, tobacco and 
alcohol in certaiin cases is important. 
Rezulation of life to reduce cardiac strain 
is the main problem. 

Conservative elimination of foci of in- 
fection is indicated. Too radical or too 
rapid measures are to be condemned. One 
has seen patients apparently thrown into 
a state of cardiac failure by the removal 
of several septic teeth. 

Christian’ suggests the advisability of 
the continuous use of digitalis in small 
daily doses in these cases, even when car- 
diac enlargement is first detected. This 
seems to be sound practice. Certainly at 
the first indications of failing myocardium 
rest and digitalis administration must be 
instituted, and the patient brought back to 
as near his normal] state as possible grad- 
ually by careful regulation of habits, diet, 
graduated exercises, etc. 
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HEMOPHILIA 


During the last twe years Carroll Lafleur 
Birch, Chicago (Journal A. M. A., November 5, 
1932), has had an opportunity to study thirty-five 
persons with hemophilia. They range in age from 
newly born to 52 years. Seven of these cases 
were sporadic, while twenty-eight had a definite 
family history. The author has traced the his- 
tories of twenty families which consist of from 
four to seven generations. An analysis of these 
histories shows that persons with hemophilia have 
more daughters than sons, while transmitters 
have more sons than daughters. Over 71 per cent 
of the transmitters’ sons had hemophilia. Only 
from 10 to 15 per cent of the transmitters’ daugh 
ters had at least one normal son and no hemo 
philiac sons. Of the hemophiliac daughters, only 
from 3 to 7 per cent had at least one normal son 
and no hemophiliac sons. Nineteen patients have 
been receiving ovarian therapy for more than six 
months. Nine of these showed a good response, 
and nine showed definite but less marked improve- 
ment, while the condition of one remained un- 
changed. The response was both general and 
specific. The general improvement was shown by 
an increase in weight hemoglobin and vitality. 
The specific response was shown by a decrease in 
number and severity of the hemorrhages and a 
lowering of the coagulation time. The prolonga- 
tion of the coagulation time in hemophilia is due 
to increase in the resistance of the blood plate- 
lets, for when this resistance is overcome me- 
chanically, the blood clots in normal time. When 
certain ovarian preparations are added to hemo- 
philiac blood in a test tube, the coagulation time 
is decresed to one-fourth or one-half the time of 
the untouched control. 


ee,’ - 


ABNORMAL UTERINE BLEEDING IN 
BLOOD DYSCRASIAS 


Milton E. Kahn, Buffalo (Journal A. M. A., 
November 5, 1932), reports four cases in which 
abnormal uterine bleeding was the first and most 
prominent symptom of a blood dyscrasia. Ab- 
normal uterine bleeding is sometimes the primary 
and most important symptom of an underlying 
blood dyscrasia. Menstrual abnormality has been 
observed in practically all the blood dyscrasias, 
including secondary anemia. Thrombocytopenic 
purpura, above the other dyscrasias, seems most 
commonly accompanied by excessive, prolonged 
and irregular uterine bleeding. Careful and com- 
plete blood study is often of diagnostic import- 
ance in cases of disturbed menstruation for which 
no obvious pelvic lesion is responsible. 
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EDITORIAL 





THE DEPRESSION AND THE 
VETERANS BUREAU 


The Veterans Bureau, which means 
beneficiaries of it, has lately been sing- 
led out as targets, which has brought 
about a great deal of Federal expenditure. 

It must be remembered that nothing of 
this was said in 1916, 1917, and 1918. 
Nothing was too good for the several hun- 
dred dollars a month man who went into 
the trenches for thirty dollars and the 
writer personally knows of many men who 
today are on the rocks and have never 
been able to regain their former economic 
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position. However this is the result of our 
wars. Ruin inevitably follows in its course, 
not only to the vanquished but to the vic- 
tor as well. 


The Federal budget roughly calls for an 
expenditure as follows: 

Public Debt $1,136,700,000. 
Veterans $928,000,000. 
Administration and all 

Other $678,098,000. 
Army and Navy $648,300,000. 
Public Works $538,100,000. 


Now it must be observed that the na- 
tion’s taxpayers cannot meet this. The 
writer is one who is not in favor of sing- 
ling out certain men, corporations or or- 
ganizations to bear the brunt of this. 
Everyone should pay according to his 
means. In the first place it must be re- 
called that every able bodied citizen owes 
their efforts to the defense of their coun- 
try in time of war; that has been a recog- 
nized rule since the formation and even 
before, of our government. It will be noted 
that a tremendous amount of money is 
called for for the maintenance of veterans 
and when these various demands are cut, 
which it seems inevitable they must be, no 
doubt the Veterans Bureau will have to 
accept its share. To the casual observer 
it would seem that there are many in- 
stances of over payment of compensation 
but the same observer also notes that there 
are men who must be helped from some 
source, either by the Federal Government 
or by the State in which they live. The 
writer has no means of knowing which 
particular departments of the Veterans 
Bureau should be entirely eliminated or 
merged with others, but he does know that 
there has been much unnecessary waste 
on the part of the Veterans Bureau and 
this waste is apparently due to an attempt 
to ape systems in vogue in our army, navy 
and public health service. It would be in- 
teresting to know the amount of money the 
Veterans Bureau has expended in useless 
transfers of employees from one place to 
another. Often these transfers have been 
made merely because the employee in ques- 
tion was persona non grata with the pow- 
ers controlling a particular hospital. Oc- 
casionally a medical officer in charge at- 
tempts to get rid of an unsatisfactory em- 
ployee by the transfer system, when as a 
matter of good business sense the man 
should be requested to do his work proper- 
ly or discharged if he is incompetent. An- 
other, and to the writer the most senseless 
and inexcusable waste has been brought 
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about by the legal department. Witnesses, 
knowing nothing whatever of the case, 
have been summoned hundreds of miles 
and back to testify. On three occasions 
the writer has been summoned and was 
not called to testify. A study of the 
record would have shown that the writer’s 
testimony would have been injurious to 
the cause of the Government. Neverthe- 
less the expense was engendered and the 
taxpayers paid for it. It is rarely ever that 
a prospective witness is contacted prior to 
trial by the legal department. Now, great 
and successful corporations and industries 
do not transact their business in any such 
manner. They first contact their prospec- 
tive witness, find out what he has to say 
and then if it is worth while, summon him 
as a witness. This simple procedure seems 
to have utterly gone over the heads of 
many of the legal employees of the Vet- 
erans Bureau. 

The per capita cost of caring for Vet- 
eran Bureau patients seems to be much 
higher than it should and some attempt 
should be made to lower it. It is the writ- 
er’s impression that some of our Veteran 
Bureaus are not conducted so much as hos- 
pitals as they are houses of entertainment 
for the supposedly ill veteran. Another 
item of waste is the constant rehospital- 
ization of patients who either want in- 
creased compensation or merely a place to 
stay. Our law makers, feeling the pulse 
and pressure of the veterans’ complaints 
are largely responsible for this, for after 
a repeated examination it is not uncom- 
mon for senators and representatives, who 
know nothing whatever of the case, to in- 
sist that the man again be re-hospitalized. 
The writer knows of many such cases. 
Congress should keep its hands off thes« 
things, except where there are obvious 
grounds for complaint. 

One of the best institutions we have in 
the state of Oklahoma is the Talihina 
State Tuberculosis Sanatorium. Its bed 
capacity is 250; the per diem cost for last 
year was $1.51. The writer knows this 
institution and knows that most excellent 
work is being conducted there. On the 
other hand the per diem cost of the Sold- 
iers’ Tubercular Sanatorium at Sulphur 
for 1931 was $3.54. A member of the State 
Budget Committee told the writer that the 
management of that instituion stated that 
their cost was so high because they had to 
“humor” the patients. The taxpayers of 
Oklahoma maintain both of the sanatoria, 
but some income is obtained from patients 
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who are able to pay at the Talihina insti- 
tution. This should be taken into consider- 
ation. We are not in favor of humoring 
anybody. 
- o = 
THE DANGERS OF X-RAY AND 
RADIUM 


Many years ago when the X-ray was 
first introduced to the world many phy- 
sicans handled it without realizing its 
potential dangers, the result was that 
many very bright men eventually lost 
their lives from the use of the fleuroscope 
and exposure to radiation. Of course much 
of this has now been eliminated and most 
men doing that work, including technic- 
ians, thoroughly understand the dangers. 
It is well known that aside from burns, 
lue to over-exposure, the X-ray technic- 
ian, constantly exposed to the rays was 
liable to have a blood dyscrasia or anemia. 
This latter condition, it is said, is more or 
less fixed, that is, the injury though the 
technician refrains from further use of the 
X-ray is permanent to a certain degree. 
rhere are other dangers, however, which 
operators of the X-ray should thoroughly 
keep in mind. A very common danger, of- 
ten not realized by the average man is the 
fact that a 110 volt light holds the possi- 
bility of killing an operator under certain 
conditions. These conditions seem to exist 
when contact is made with a conductor of 
electricity ; this may be metal, but especial- 
ly dangerous are fluids. 

The recent death of one of our members 
while doing some X-ray work seems to 
warrant calling attention to these dan- 
gers. Certainly as to X-ray and radium 
none but the most thoroughly trained and 
jualified should undertake it for there are 
always lurking possibilities of a tragedy. 

cision a 
“TRAUMATIC HERNIA” 

Like the lrishman’s pun there is no such 

thing. 


All surgical authorities agree that “trau- 
matic hernia” is practically impossible 
except in very, very rare instances. Never- 
theless claimants are constantly appear- 
ing before compensation departments de- 
manding compensation alleging “‘trauma- 
tic hernia.”” These cases are being elimi- 
nated by many companies who insist on a 
thorough examination of every applicant 
seeking employment before he goes to 
work. Nevertheless such cases will prob- 
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ably continue to arise from time to time. 

Quoting from the compensation laws of 

North Carolina, the following must be 

proven to the satisfaction of the industrial 

commission before they will consider that 

a hernia is of traumatic origin: 

1. That there was an injury re- 
sulting in hernia or rupture. 

That the hernia or rupture ap- 

peared suddenly. 

3. That it was accompanied by 
pain. 

1. That the hernia or rupture im- 
mediately followed an acci- 
dent. 

5. That the hernia or rupture did 
not exist prior to the accident 
for which compensation is 
claimed. 


bo 


It may be seen by this that “traumatic 
hernia” is of rare occurrence, and all phy- 
sicians should be very cautious before tak- 
ing the stand that any given hernia is of 
traumatic origin. 

Looking back over many years of in- 
dividual work the writer recails only one 
case he believes may have been of trauma- 
tic origin, but on the contrary he recalls 
many cases of claimed hernia due to tra- 
umatic origin, some of which were after- 
wards proven to be purely malingerous. 
The case recalled was that of a Federal 
prisoner confined in the United States 
jail. His fellow prisoners became enrag- 
ed with him for some reason or other and 
literally “jumped all over him,” that is 
four or five men were on his abdomen, or 
as nearly as they could get on it at the 
same time. That case complied with the 
rules of the North Carolina compensation 
law. Complaint was made of the matter to 
the Department of Justice at Washington, 
and while it was admitted that it was due 
to trauma inflicted it did the man no good, 
for suit against his fellow prisoners was 
virtually useless. 





Editorial Notes — Personal and General 








DR. C. A. THOMPSON, Muskogee, is ill at his 
home. 


DRS. W. P. AND E. HALSELL FITE, Musko- 
gee, attended the meeting of the American Coi- 
lege of Surgeons held in St. Louis, in October. 


AMONG PHYSICIANS HONORED, twenty-six 
State pioneers chosen by the Oklahoma Mem- 
orial Association for special recognition at the 


Silver Jubilee of Oklahoma Statehood, were Drs. 
F. B. Fite, Muskogee; Frederick B. Hawley, 
Parksville, Mo.; D. P. Richardson, Union City; 
Fred S. Clinton, Tulsa; Fowler Border, Mangum. 


THE WOMAN’S AUXILIARY of Oklahoma 
county acted as hostesses to the visiting wives of 
doctors attending the Oklahoma Clinical Society, 
in November. They were entertained with a 
bridge luncheon at the Oklahoma City Golf and 
Country Club, and tea given at the country home 
of W. R. Ramsey, by Mrs. Samuel R. Cunning- 
ham. 


MRS. WALTER JACKSON FREEMAN, Phila- 
delphia, president of the Woman’s Auxiliary to 
the American Medical Association, died October 
27th, after three weeks illness. The daughter of 
a physician, the wife of a physician, and the 
mother of two physicians, the life and interests 
of Mrs. Freeman were peculiarly closely allied to 
the Medical profession. Her father was the late 
Dr. William Williams Keen of Philadelphia. 


- — afew 


MANY HONORS TO DR. BORDER 


Dr. Fowler Border of Mangum, widely known 
throughout medical circles, has had six distinct 
signal honors conferred upon him within the past 
twelve months, all of them coming unsolicited and 
from widely separated sources. 

It was about a year ago that the Oklahoma 
Municipal league presented him with a gold medal 
for twenty-five years of continuous and meritor- 
ious service in an official capacity in an Okla- 
homa municipality. The honor, the highest ever 
conferred by the League, was given because of 
Dr. Border’s long service as mayor of Mangum. 
Although his service did not extend over a period 
of twenty-five years, the league held that his 
service was equal to a quarter century because of 
the commendable record he had made, states a 
Mangum newspaper. 

A picture of Dr. Border and of the Border-Mc- 
Gregor hospital was included in a historical quilt 
being made for the Century of Progress exposi- 
tion in Chicago next year. 

J. B. Jenkins, noted sculptor, made a bust of 
Dr. Border to include in his exhibition of statu- 
ary at the Century of Progress exposition. Others 
chosen by the sculptor included Major Gordon 
W. Lilly (Pawnee Bill), Col. Zack Miller, and Will 
Rogers. 

The senior class of Mangum high school elect- 
ed Dr. Border class father. 

The junior department of the Methodist Sun- 
day school voted Dr. Border Mangum’s most use- 
ful citizen. Of a total of 60 votes cast in the elec- 
tion, Dr. Border received 57. 

Dr. Border was also one of twenty-six pioneers 
chosen by the Oklahoma Memorial Asso¢iation 
for special recognition at the Silver Jubilee of 
Oklahoma Statehood, a: Oklahoma City, Novem- 
ber 16, 
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DR. JOHN HUGH SCOTT 


To the medical associates of Dr. J. H. 
Scott is given the privilege to know many 
things about him which were unknown to 
most people, even those of our fraternity 
Being one of the older men who has mace 


Shawnee the place of his medical practice, 


Dr. Scott is better known by us who have 
lived and worked with him for many years 
in this city and vicinity. 

When we name him, it recalls the diffi 
culties of medical practice n those past 
years, when modern methods and appliances 
were not so well known and used as now. 
He attained the highest honors whicl 
immediate fellows, and his associates in th 
State could confer upon him, being several 
times the president of the Pottawatomie 
County Medical Society, and once the Presi 
dent of the Oklahoma Medical Association, 
in which offices he held the hearty coope) 
ation of the men who conferred these titles 


upon him. 


These mentions of his professional career 
were no less and not more remarkable thai 
the things which marked him as a Man o 
igh morals and character. His life among 
his fellowmen, and wit] his fan ily, was 
that of a gentleman of the finest type. He 
was very human, giving aid and sympathy 
in the manner of a nature which felt deep 
ly for his fellows, fortunate and unfortu 
nate. His private life as a man gave full 
evidence that he was an humble follower 
Jesus, the lowly Nazarene. 

He was fearless under the strain and 
stress of life, exhibiting a lion-like courage 
where men of weaker fiber would fail. He 
believed in and fought for the right with a 
ourage and manhood that even an enemy 
would admire and respect both him and his 
cause. This endeared him to his friends, 
and gave him the respect of 
He was a man who stood square to and 
with life and the world. He gave his best, 
and besides giving his best, he gave his all. 





his opponents 


His courage in the extremity, when the 
malignant growth was taking s vitality, 
and sapping his life, was expressed by his 
own words, fearlessly, that it would soon 
be over. He calmly met his death, know 
ing as he did long before that life was about 
over with him. He had in this, as in other 
things, the fine high respect of his friends 
and associates, when they knew he was 
reaching the end which most souls dread. 
He entered into his daily tasks with a fear 


l 


less heroism which marked him as a man 
of character. 

Dr. J. H. Scott is gone, but his memory 
stays and will inspire his associates to more 
hopeful, helpful labors to the end, where 
communion will again be restored with him, 
our friend and fellow-worker, helper and 
human brother. 


J. A. WALKE 
t. M. ANDE 


t, M.D., 
Rs 
G S. BAXTEI 


SON, M.D., 
» M.D. 
Committee. 
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DOCTOR DANIEL W. WHITE 


Dr. Daniel W. White, Tulsa, eye specialist 
on the treatment of trachoma, die na 
Tulsa hospital October 31st, of a stoma 
ailment. 

Dr. White was born at Luzerne, Penn 
sylvania, July, 1881. : 
cation was obtained at Carbondale High 
School, and Pennsy vania State College. He¢ 


graduated from Jefferson Medical Colleg« 


H Ss prelin nary edu 


in 190¢ After graduation he specialized in 
eye diseases, He lectured at the _nhicago 
Polyclinic and had a clinic at Blackwell's 


Island hospital early in his career and at 
one time was in the department of publi 
charities in New York City. In 1913 he was 
joined by his brother Dr. Peter Cope Whit« 
at what is now the Sand Springs Hospital, 


built for them by Charles Page, millionair« 





philanthropist This led to retirement to 
private practice during whic he devoted 
much time to study and treatment of other 
eye diseases, including cataract In 1919 


pointed to establish clinics for 


treatment of trachoma for the government 


they were a} 


In 1930 he went to FE urope where he heid 
clinics for the treatment of cataract at 
Glasgow, Vienne and Paris. 


Dr. White is survived by his widow, and 
Funeral services were held in the Holy 


Family Cathedral, with burial at Carbon 


dale, Pennsylvan a. 











RELATION OF ALKALOSIS TO PEPTI¢ 
ULCER 


Henry A. Rafsky, Louis Schwartz and Alex 
inder W. Kruger, New York (Journal A. M. A., 


November ) 1932), administered excessive doses 


of alkalis to s xty-one patients wit pepth ulcers, 
by a method in which initial small doses were 
followed by progressively larger doses until there 
ensued a complete cessation of the symptoms 
The carbon dioxide combining power of the bloo 

plasma and the blood chlorides did not reveal any 
evidence | AlKAalOsis a of these cases Pa 
tients with renal disease and allergi persons 
were treated more cautiously by this method. Pa 
tients with pyloric obstruction and extreme de 
grees of gastric hypotonia were not treated by 
this plan. Two patients, who were treated a 

cording to the Sippy method, developed severe 
symptoms of alkalosis and showed definite bio 
chemical changes. In order to minimize the dar 

ger of alkalosis resulting from excessive alkaline 
therapy, More attention should be directed to the 
method of administration as well as to the type 
of patient to receive this form of therapy. ~ 
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SURGERY AND GYNECOLOGY 
Abstracts, Reviews and Comments from 
LeRoy Long Clini 

714 Medical Arts Bidg., Oklahoma City 
On Certain Endocrine Factors in Menstruation 

and Menstrual Disorders, with Special Refer- 

ence to the Problems of Menstrual Bleeding 
and Menstrual Pain. Emil Novak, M.D., Balti- 
more, Md. American Journal of Obstetrics and 

Gynecology, Vol. XXIV, September, 1932, Page 

319. 

Dr. Novak has written a characteristically good 
review of the endocrine factors in menstruation 
and menstrual disorders, but the point of greatest 
interest is the work done and opinion expressed 
concerning dysmenorrhea. This is best given by) 
quoting the following paragraph from his sum- 
mary: aa 

“Recent work on the problem of uterine motil 
ity indicates that this is subject to a definite 
cyclical influence, that folliculin is in general a 
stimulator and progestin an inhibitor of the rhy- 
thmic uterine contractions. I have therefore ad 
vanced the view that the pain of primary dys 
menorrhea is explainable, in part at least, on the 
basis of these facts. This pain is characteristical 
ly a day or two before the onset of menstrual 
bleeding, i. e., just at the time that the with- 
drawal of the inhibiting corpus luteum hormone 
takes place. While various other factors un 
doubtedly play a role in the production of primary 
dysmenorrhea (psychogenic, constitutional, de- 
velopmental, etc.,) the immediate cause would 
seem to be in a heightened irritability of the uter- 
ine muscle. On this basis, a very tentative sug 
gestion as to a plan or organotherapy is made, 
to be combined, of course, with measures directed 
toward other such factors as those mentioned 
above.” 

Wendell Long. 
Abnormal Uterine Bleeding in Blood Dyscrasias. 

Milton E. Kahn, M.D., Journal American Medi- 

cal Association, November 5, 1932, Vol. 99, No. 

19. Page 1563. 

This author is calling attention again to a very 
important, though not common, situation which, 
however, arises at any time in one’s practice of 
medicine. 


The importance of it lies in the fact that ab- 
normal uterine bleeding may very frequently be 
one of the principal symptoms of a blood dys- 
crasia, if not the most prominent symptom. 
“Menstrual abnormality has been observed in 
practically all the blood dyscrasias, including 
secondary anemia.” 


These authors have presented a series of forty- 
five cases of blood disease occurring in women of 
the reproductive age, all of whom had abnormal- 
ity of menstruations. “Thrombocytopenic pur- 
pura, above the other dyscrasias, seems most 


commonly accompanied by excessive prolonged 
and irregular uterine bleeding.” They also re- 
port four cases of abnormal uterine bleeding as 
the first and most prominent symptom of a blood 
dyscrasia. They recommend a careful and com 
plete blood study of diagnostic importance in 
cases of disturbed menstruation for which no 
obvious pelvic lesion is responsible. 


Comment; These cases, in which the abnormal 
uterine bleeding is the presenting symptom, are 
not infrequently seen and they require great care 
in the taking of the history and the performing 
1f the physical examination prior to confirma- 
tory laboratory tests. In the last year we have 
had two such cases where the abnormal uterine 
bleeding was practically the sole symptom of a 
blood dyscrasia. 


Wendell Long. 


Complications of Radiation Treatment of Gyne- 
cology. Frank A. Pemberton, M.D., Boston, 
Mass. American Journal of Obstetrics and 
Gynecology, Volume XXIV, October, 1932, Page 


De. 


Dr. Pemberton has very clearly and honestly 
set down the record of complications of radiation 
treatment which occurred in the Free Hospital for 
Women at Brookline, Massachusetts, and also 
in his private practice. One of the most frequent 
complications which he mentions is inflammation 
of the bladder which appears in from two months 
to four years after radium treatment, which in 
flammation may be characterized by what seems 
to be devitalization of the tissues with a super 
imposed acute inflammation. These patients have 
urinary frequency, dysuria and most often bloody 
urine, with the symptoms continuing for about 
two months and gradually subsiding so that they 
are well at the end of four months. The path- 
ological picture is ulcerations in the bladder 
which must be differentiated from tumors of the 
dDladder, because in all of these radiation compli- 
cations one must certainly not give more radium 
because of it’s deleterious effect on the original 
complication. Dr. Pemberton presents several 
cases and comments that this complication is 
more often seen in early carcinoma of the cervix 
where there is very little tissue between the cer 
vix and the bladder. 

In considering prevention of this complicati n 
Dr. Pemberton suggests added care in keeping 
the bladder empty and the vagina packed with 
gauze during treatment, but even with these pre- 
cautions it may frequently be impossible to en 
tirely prevent such a complication. The treat- 
ment is entirely expectant and symptomatic. 


Stricture of the rectum had occurred in seven 
of their cancer cases. He divides these strictures 
into intrinsic and extrinsic ones. The intrinsic 
ones are satisfactorily treated by dilatation, 
whereas the extrinsic ones usually require some 
plastic procedure after dilatation has been at- 
tempted. 


He also reports four distressing complications 
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occurring higher up in the intestine. Two were 
strictures of the sigmoid. One a necrosis of the 
ileum in a patient with carcinoma of the cervix, 
and one an inflammation of the sigmoid adherent 
to the uterus in a case of menstrual dysfunction 
He points out that two of these four cases had 
the intestines held in the radiation area by ad 
hesions, while in the other two the loops must 
have stayed in the area long enough to be dam 
aged. Dr. Pemberton calls attention to the fact 
that these complications usually occur late ar 

that in their cases intestinal obstruction was the 
first symptom. He feels that it is quite probable 
that many lesions occur not advancing to intes 
tinal obstruction and that with a thorough know 
ledge of such conditions and a more alert investi 
gation we will find a good many more compli- 


cations of this sort. 


He makes a further comment that it would 
possibly be best to use Trendenlenburg position 
during treatment with radium, but this woul 
hardly be practical, due to the strain of the posi 
tion, and no lesser degree of elevation would get 
the small intestine out of the pelvis. The more 
satisfactory means of prevention lies in thoroug] 
emptying of the intestinal tract and changing of 
the position frequently during treatment. 


He also points out that it is well, even in the 
lesser amounts of radium given functional cases, 
to further restrict the indications for radium and 
refuse to treat women who have had former pel 
vic operations. 


Comment: This article is abstracted in some 
length because the material contained is valuable, 
and secondly, because there is very little in the 
literature about this very important field. 

Wendell Long. 


4 Method for the Prediction of Sex in the Un- 
born. John H. Dorn, M.D., and Edward L. 
Sugarman, B.S., Journal American Medical As- 
sociation, November 12, 1932, Vol. 99, No. 20, 
Page 1659. 

These authors are g.ving a preliminary report 
on a most interesting phase of laboratory diag- 
nosis. They have injected immature male rabbits 
with the urine of pregnant women, and have 
found that the urine from women who are to 
bear female children causes the testicles to ripen, 
whereas the urine from women who are to bear 
male children causes no change in the testicles of 
the rabbit. 





Due to the various influences which increas¢ 
or retard the maturity of rabbits, it was found 
necessary to develop some way of determining 
the maturity of the testes, because if the testes 
are in the abdomen they are not mature enough, 
and if they have already descended into the scro- 
tum they are too mature for the test. They feel 
taat as long as the testes are in the inguinal 
canal, a period of about ten days, it is perfectly 
safe to use them 


The basis of the prediction was upon the mic- 
roscopic changes in the testicles of the rabbit 
noted forty-eight hours after injection. They 
were able to prognosticate the sex of the unborn 
child in 80 to 85 cases, despite the fact that they 
were overcoming certain technical difficulties in 
this first series run. 

Comment: While the test will be of tremendous 
popular interest and in that way will be very 
valuable to clinicians, probably the most import- 


ant feature lies in an additional step towariis 
e regulation 


better under:tand:ing of the hormor 
of the genitals and reproduction, a field which 1s 
making tremendous strides at this time. 


We ndell Long 


4 Critical Study of the Technic and Clinical Value 
of the Sedimentation Rate of Gynecology. M. J. 
Summerville, M.D., and F. H. Falls, M.D., Chi- 
cago, IIL, American Journal of Obstetrics and 
Gynecology, September, 1932, Volume XXIV, 
Page 389. 


These authors made ar vestigation to dete! 


mine: 


What factors in connection with the routine 
performance of this test influence the sedimenta 
tion rate of red blood cells under the condit 


of the experime!l Be 


2. Are the claims correct as to the clinical val 


1e of this test 


For the sake of clarity, the following comment 
and conclusions are quoted 


“It would seem from the above findings that 
there are Many factors that may influence the 
sedimentat:on rate in gynecologic patients Fron 
a practical point of view it would seem that the 
test is weak from the following reasons 


1. Because marked variations occur when blood 
samples are withdrawn by experienced and it 
experiences people, or by the same person vary 


ing the time taken to withdraw the blood 


2. That, blood examined by this technic must 
not be drawn longer than two hours before the 


Blood which has been kept in the ice box 
must not be use intil it a been brought to 


room temperature 


4. The blood must be drawn to the same he git 
in pipettes in order to get equivalent readings 


». If the samples of blood were not shaken for 
at least a minute, after removing the blood fron 
the ve_ns, marked variations in the sedimentatior 
rate were noted. Most descriptions of the techni 
ignore this important source of error 

6. Because of the results in this series in whi 
250 gynecologic patients were examined and 201 
operated upon and an additional 84 obstetric cases 
were studied, we fee] that the test is of little or 
no value. This conclusion is based on the fact 
that in 153 cases, the operation was done whe 
it was distinctly contraindicated by the sedimen 
tation test but indicated according to the clinical 
findings, temperature, and leucocyte count. There 
was no mortality in these cases that could be 
attributed to infection following operation such as 
septicemia, pelvic abscess, or general periton:tis 
Postoperative morbidity, complications, and hos 
pital days did not vary from that of 48 operative 
cases with normal or subnormal sedimentatio1 
rates.” 

Conclusions 


1. Many factors inherent in the technic tend to 
vary the rate of sedimentation of red blood cells 
as determined by the Westergren method. 


2. There was no correspondence between the 


rate of sedimentation and the pathologic findings 
at operation. 


3. The sedimentation rate was of less value 
than the ordinary clinical factors such as tem- 
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perature, leucocyte count, and pulse rate in de- 
termining whether or not a patient should be 
operated upon. 

1. Great economic waste would result from the 
application of this test to determine the time for 
operation.” 

Comment: The experience which these men 
have had in the clinical value of sedimentation 
rate test is very much what my own has been, 
and while it is a nice additional bit of informa- 
tion, it’s value is somewhat overemphasized by 
certain gynecologists. 

Wendell Long. 


en ~~ — . ~~ - ob 
UROLOGY and SYPHILOLOGY 
Edited by Dr. S. D. Neely, M.D 
: Muskogee, Okla 
+ + 


Diagnosis and Treatment of Infections of the 
Urinary Tract in Childhood. Henry F. Helm- 
holtz, Rochester, Minnesotas Minnesota Medi- 
cine, October, 1932. Page 703. 

The author covers this subject thoroughly, in 
summary he states: 1. Acidification of the urine 
in acute pyelitis should add to the efficacy of 
large amounts of fluids in washing the urinary 
tract free from infectious material. 2 Methena- 
mine in combination with ammonium chloride to 
acidify the urine to a PH PF 5.5 or less has prov- 
ed superior to any other of the urinary antisep- 
tics I have used. 3. By use of the ketogenic diet 
the urine can usually be rendered bactericidal 
when the PH. is below 5.5. Ketonurine of PH. 5.5 
is an excellent antiseptic for clearing up urinary 
infections and ketonuria should prove useful in 
preparation of patients for operation on the urin- 
ary tract as well as their post-operative treat- 
ment. 

The Value of Blood Examination in Public Health 
Work. R. A. Vonderlehr, Virginia Medical 
Monthly, 1932. Vol. LIX. 

The author leaves the impression that the pre 
valence of syphilis justifies the belief that Was- 
sermann test is the most important laboratory 
aid in preventive medicine. Failure to do a rou- 
tine Wassermann for syphilis in hospitals, clinics 
and similar institutions is inexcusable. 


The Fundamental Principles in the Successful 
Treatment of Urinary Fistulas. R. S. Mallerd, 
Fort Worth, Texas, Journal of Medicine, Octo- 
ber, 1932. Page 396. 

In conclusion of this article, the author states 
that the important points he wishes emphasized 
are: 

1. Diversion of the urine from the fistulas or 
the field of operation. 

2. Clearing up of the infection in the fistulas 
and urinary tract before operation. 

3. Excision of all scar tissue along with the 
tract. 
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1. Leaving the wound open, closing only the 
mucous membranes tightly. 

5. Free application of Di-Chloramin-T to the 
wound. 

6. Keeping the urine diverted away from the 
fistulous tracts until all tests prove them to be 
closed, after a reasonable period of time. 


Urethrography—M. A. Nicholson, and M. J. Fiala, 
Duluth, Minn. Journal Urology, October, 1932. 
The authors discuss the early methods offered 

for urethrography, and positions used for expos- 

ire of patient. They prefer as a solution equal 
parts of lipoidol, and oil of sesame. Position 
used is illustrated in article and is described as 
the dorsal position, turning the body slightly to 
the left, the left leg flexed, and right leg extend 


ed. They show illustration of special clamp for 
penis which was devised by Knutsson of Stock 
holm. They state that in strictures and diver 


ticula this method of approach for diagnosis is 

very good. 

The Transurethral Application of Ultra-Violet Ir- 
radiation to the interior of the bladder for the 
relief of tuberculosis and other infections of 
this organ. John R. Caulk and F. H. Ewer- 
hardt, Saint Louis, Mo. Journal Urology, Oc- 
tober, 1932. 

The authors report a case upon whom a tuber- 
culous kidney had been removed nine years prev- 

yusly. She had rebellious bladder lesions, which 
had been treated with heliotherapy, general hy- 
genic measures, and every conceivable type of in 
travesical local application. The other kidney had 
remained free from the disease, and the bladder 
lesions had been aggravated with a colon bacillus 
infection. She was voiding with great pain, every 
hour during day and some eight to ten times at 
night. He then devised an apparatus which is 
described in article for inflating bladder and ap 
plying ultra-violet radiation. She was given five 
seconds the first day, and five seconds increase 
each succeeding day. After four applications the 
urine became clear, and free from bacteria, the 
patient showing the most remarkable improve- 
ment, could hold her urine for three hours in day 
and voided only once during night. Pain and 
burning completely subsided. 

They state that the disappearance of the colon 
bacillus infection certainly indicates that the ul- 
tra violet rays are definitely germicidal, and 
stimulated the healing of the tuberculosis. 


Anyone interested in the therapy of syphilis, 
ind the writer assumes that this subject touches 
all branches of medicine, will profit much in se- 
curing the last five numbers of the periodical, 
“Venereal Disease Prevention,” published by the 
U. S. Public Health Service. In these issues five 
clinics, Public Health, Mayo Clinic, Stokes, Udo J. 
Wilde, and Moore and Clark have all cooperated 
in publishing their collective statistics, as to ther- 
apy, incidence, etc. 


The Cedars Maternity Sanitarium 


Seclusion Home and Hospital 
Cheerful, Homelike Surreundings for Unfortunate Young Women. 
Ethical Physicians and Nurses, Licensed 


Address, 111 Ravinia Drive 
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COLOSTOMY, RADIATION THERAPY AND 
PERINEAL RESECTION FOR CANCER 
OF RECTUM 
According to George E. Binkley, New York 
(Journal A. M. A., November 5, 1932), colostomy, 
radiation therapy and perineal resection form a 
combination of technical procedures which ap- 
pears to offer the greatest possibilities to a cer 
tain group of patients with cancer of the rectum. 
This coamined therapy has not been extensivel) 
employed, and it is questionable whether the addi 
tional advantages afforded are fully appreciated. 
By the use of the combined method, patients are 
given the benefit of two methods of treatment, 
namely, radiation therapy and perineal extirpa- 
tion, either of which is capable of providing clini- 
al cures in selected cases, but both of which may 
be found wanting when used alone. The author 
has combined the two methods in a small group 
of cases, and feels that the percentage of clinical 
cures has been increased and that much greater 
palliation has been afforded in incurable cases 
When preopertive therapy is used, it is impos- 
sible to estimate in a mathematical manner the 
improvement in results of the combined methods, 
but such results are clearly demonstrated by post- 
operative therapy, owing to the fact that there is 
definite proof of existing disease at the time when 
radium is given. From 1924 to 1931 inclusive, 
the author treated by the combined method forty 
two patients, twenty-one of whom were males an 
twenty-one, females. The ages varied from 30 to 
72 years. The results obtained appear to war 
rant continuation of this form of therapy in se 
lected cases. Many of these cases could not be 
classified as favorable operable cases. These pa- 
tients were given the combined treatment because 
it was thought to offer greatest possibilities. In 
twenty-seven instances there was gross extension 
beyond the rectal wall. Definite fixation of the 
tumor was present in five cases and partial fix- 
ation in eighteen, while in nineteen the cancers 
were considered freely movable. Mobility, how- 
ever, is a poor criterion as to the extent of dis- 
ease when the tumors are located in the lower 
part of the rectum and anal canal. Three pa- 
tients with highly malignant tumors had un- 
doubtedly widespread unrecognized metastases at 
the time treatment was commenced. and therefore 
should not have been subjected to these radical 
procedures. In five instances, operation was per- 
formed for relief from pain of removal of a large 
sloughing mass. Only two deaths among the 
forty-two patients operated on occurred while 
they were in the hospital; that is, the operative 
mortality was only 4.8 per cent, These figures 
demonstrate that the use of preoperative radiatior 
therapy does not increase operative mortality. 
One of the patients died of intestinal obstruction, 
the other, of pelvic peritonitis. Although suffic- 
ient time has not elapsed to bring all cases with- 
in the five year limit, we have at present 56 per 
cent of five year clinical cures in sixteen patients 
treated prior to 1927. Seven of them are alive 
and well and two others were known to be alive 
at the end of five years. One of them was lost 
from observation and the other died of pneu- 
monia. The other twenty-six have been treated 
within the past five years; sixteen of them are 
alive and well; the other ten are dead; three died 
of intercurrent disease, not of cancer. The dur- 
ation of life of those dying of cancer varied from 

four months to four and one-half years. 


FALSE RUMORS CONCERNING VIOSTEROL 
DENIED BY DR. STEENBOCK 

Ever since viosterol was offered to the medical 
profession about four years ago, it has been at 
tacked by various persons. Some of these attacks 
no doubt were sincerely motivated, but others 
were seized upon and exaggerated by interests 
who had no viostero] to sell. 

Recently a new form of anti-viosterol propa- 
ganda has been reported by physicians all over 
the country. It is circulated by word of mouth 
never in writing—and the apparent purpose is to 
influence physicians to prescribe vitamin D agen 
cies other than viosterol. 

Physicians are being told, for example, that Dr. 
Harry Steenbock has “condemned” viosterol, that 
the Wisconsin Alumni Research Foundation 
‘would withdraw viosterol from the market in 
ninety days,” etc., etc. 

In answer to these malicious untruths, Dr. 
Harry Steenbock makes the following statement 

“Viosterol in its various forms has to date been 
found fully as valuable in medical practice as was 
anticipated at the time that it was first introduced 
to the American markets. Up to the present time 
there have been no reports of any untoward ef 
fects from its administration, although originally 
it was anticipated from the results of animal 
experiments that some cases of intoxication might 
result from its use in human medicine. I see no 
necessity for reversing my original opinion as to 
its outstanding merits in any way whatsoever 
Any statement to the contrary can be definitely 
labeled as false.”—(Signed) H. Steenbock. 

Physicians can draw their own conclusions and 
form their own opinions of any house that resorts 
to sharp practices by allowing its representatives 
to spread unfounded whispering campaigns 
against a valuable therapeutic agent that has en- 
dured four years of the most searching experi 
mental investigation and clinical use not only in 
rickets but also for controlling calcium-phos 
phorus metabolism generally. 

Oo 
EXPERIMENTALLY PRODUCED PEPTI 
ULCERS: DEVELOPMENT AND 
TREATMENT 


Frank C. Mann and Jesse L. Bollman, Roches 
ter, Minn. (Journal A. M. A., November 5, 1932), 
point out that acute gastric or duodenal ulcer 
has been produced experimentally by numerous 
methods, but the subacute or chronic ulcer has 
rarely been produced in animals. They present a 
review of the results of investigations carried out 
in their laboratory over a period of years on ex- 
perimentally produced peptic ulcer. The lesion 
they have studied simulates both macroscopically 
and microscopically peptic ulcer as seen in man. 
They have determined some of the factors re- 
sponsible of its causation. They have been able 
to observe the development of the lesion from its 
incipiency to its maturity when it had become a 
typical chronic peptic ulcer as seen in man. They 
have also been able to make the chronic lesion 
heal and to observe the process W hereby it heals. 
The studies have given them a clear, composite 
picture of the entire life cycle of the experiment- 
ally produced peptic ulcer. 
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